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New! Tauber’s Basic Surgical Skills 


Here is a new remarkably helpful manual designed 
to aid you speed up and simplify your knot and su- 
ture technique. 43 ingenious exercises packed with 
clear explanations and detailed illustrations. help 
you acquire proficiency in all the most commonly 
used stitches. Every motion of the fingers is depicted 
—the fast square knot alone is illustrated by 12 
drawings. Among the new techniques you will find: 
the fast square knot without twisting the ligature 
and crossing the fingers or hands—twin stitehes— 


W. B. SAUNDERS COMPANY 


the chain suture—the square knot with one hand—- 
the “prophylactic hemostasis” —etc. 


Not only are you told and shown how to make each 
of the knots and sutures, but you are given a handy 
training board to practice them in your free time. 
Ethicon, Inc. will supply one of these free of charge 
to each owner of this book in the United States and 
its territories. 

By ROBERT TAUBER, M.D., F.A.C.S., Assistant Professor of Gynecology 
and Obstetrics, Graduate School of Medicine, University of Pennsylvania. 75 


pages, 8”x103,”, with 122 illustrations on 51 figures. $3.75. 
New—Published September, 1955 


West Washington Square, Philadelphia 5 
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FOR THREE GENERATIONS, MEDICINE CABINETS 


HAVE HELD ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, patients have been keeping sparkling SAL HEPATICA APERIENT 
handy. They like its prompt, gentle relief of constipation. They —” 
know that if they take SaL Hepatica half an hour before the 

evening meal they can usually expect relief before bedtime; that LAXATIVE 

if they take it before breakfast it will usually act within an hour. 


SAL HEPATICA, being both effervescent and antacid, promptly 
leaves the stomach. Its osmotic action draws water into the intes- 
tine, thus stimulating peristalsis. Evacuation follows promptly. CATHARTIC Perret : 

Pleasant-tasting SAL HEPATICA acts without griping. Its Antacid faxalll 
antacid effect helps to overcome the gastric hyperacidity which 'S 


often accompanies constipation. 


BRISTOL-MYERS CO.,19 West 50 Street, New York 20, N.Y. 
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new 


way in x-ray 

is dial-the-part automation 
easy... 

calculations 


_here’s all you do... 


dial 
the body part 


on the big selector scale 
(inset here is a typical 
body-part “station’’). 


point the needle to the meas- | 
ured thickness of that part in 


- 


— 
the radiograph 
that’s all there is to it. “Dial- 
the-part”’ automation takes it 
easy, gets it right every time. _ 


fluoroscopic-radiographic x-ray 


ask your local Picker representative about the new 
“ANATOMATIC”; let him show you how it works, tell 
you how modest its cost, what a boon for you it may a Plains, 
well prove to be. 
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rheumatoid 
arthritis 

continuing benefits 


a for successful corticosteroid therapy 


METICORTELONE 


(PREDNISOLONE) 


therapy usually undisturbed by sodium retention, 
edema, weight gain 


“| * excellent relief of arthritic pain, swelling, 
4 tenderness 


* spares patients salt-poor diets 
* up to 5 times as potent as hydrocortisone 


‘ 
f 


Available as 1, 2.5, and 5 mg. tablets; 2.5 and 5 mg. capsules 
METICORTELONE,* brand of prednisolone. *T.M. ML-5-66-256 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


This combination 
SulfamethyIthiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
Sulfadiazine tte 
solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 


from disability to dexterity 


Acetycol brings welcome relief quickly to 
the patient suffering from arthritis and re- 
lated rheumatoid diseases. As Acetycol in- 
creases the range of pain-free movement, 
the patient, freed from the twin taskmasters 
of pain and rigidity, is able to resume many 
of his normal activities. 


The sustained effect of Acetycol is based on 
the relationship between aspirin and para- 
aminobenzoic acid. A relatively low dosage 
of aspirin produces high salicylate blood 
levels in the presence of PABA. The effec- 
tiveness of Acetycol in gout or cases of a 
gouty nature is due to the inclusion of sali- 
cylated colchicine. 


Acetycol 


Acetycol also contains three important vita- 
mins, often lacking in older and rheumatic 
patients: ascorbic acid, to prevent degenera- 
tive changes in connective tissues; thiamine 
and niacin, for improved carbohydrate utili- 


.zation and relief of joint pain and edema. 


Usual dosage —1 or 2 tablets three or four 

times a day. 

Each Acetycol Tablet contains: 
Aspirin 
Para-aminobenzoic acid .......... 
Colchicine, salicylated ... 
Thiamine hydrochloride .......... 
Niacin 

Supplied: Bottles of 100 and 500 


TRADEMARK 


to relieve rheumatic pain 


WARNER-CHILCOTT 
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8/12/55 DISCHARGE SUMMARY 


Patient, white female, age 39, entered hospital with a _ 
_diagnosis of lymphoma, proved to be lymphosarcoma by 
_.biopsy. 


Initially she \ was treated by. x- -ray radiation, adrenal cortical 
hormone and an antinauseant. During this regimen she _ 
developed a generalized rash which became infected. ‘This 
was a drug reaction with infection due either to (1) scratching 
or (2) a low WBC count. due _to radiation. — A number of boil- 


like lesions appeared over the body.  —_ 


| On 8/4 penicillin was _started | ina dosage of 600, 000 units 
SEE _| daily. Penicillin was continued for six days during which 


_ time the pyoderma became worse. _ 


+ 


__ Aspirated material from the lesions yielded hem. S. aureus, 

_coag. + and the following sensitivities were obtained: 

penicillin, more than 10 units; erythromycin, 10 mcg. ;_ 
tetracycline, 50 mcg. When these results became available 
penicillin was discontinued. 


| On 8/9, erythromycin was started in a dosage of 200 mgm. _ 
q.i.d. Marked improvement was noted very soon and by _ 
8/12 almost complete healing of all lesions had occurred, _ 
Patient was afebrile throughout. 


_Final Diagnosis: (1) lymphosarcoma (2) secondary pyoderma 
_ due to hemolytic Staphylococcus aureus. __ 


Result: complete heali ng of secondary pyoderma with 
__erythromycin. 
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*Commorncation to Abbott Labdrarories 


Now, you can prescribe an antibiotic (Filmtab 
ERYTHROCIN) that provides specific therapy against 
staph-, strep- or pneumococci. Since these 

organisms cause most bacterial respiratory infections 
(and since they are the very organisms most sensitive 


to ERYTHROCIN) doesn’t it make good sense to 
prescribe ERYTHROCIN when the infection is coccic? 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Since ERYTHROCIN is inactive against gram- 
negative organisms, it is less likely to alter intestinal 


flora—with an accompanying low incidence of side 


effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin. Or 
loss of accessory vitamins during ERYTHROCIN 


therapy. Filmtab ERYTHROCIN (100 
and 250 mg.), bottles of 25 and 100. ObGott 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


®Filmtab—Film sealed tablets; patent applied for. 
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ORAL PENICILLIN 
WITH INJECTION PERFORMANCE 


Now! A 500,000-unit tablet for higher, faster blood levels 
than from injected procaine penicillin 


3.0 


2.5 


___. PEN- VEE- Oral, 500,000 units, 

2.0 one tablet, 19 subjects' 

Procaine Penicillin G, 600,000 units, 
15 one injection, 10 subjects? 


1.0 Supplied: P=N-VEE-Oral Tablets, 500,000 units, 


scored, bottles of 12; 200,000 units, scored, bottles 

05 of 36. Also available: BIcILLIN®-VEE Tablets, 
: 100,000 units of benzathine penicillin G and 

:100,000 units of penicillin V, bottles of 36. 


1. Wright, W.W.: Personal communication. 
2. Price, A.H.: Personal communication. 


penicillin units/ml. serum 


0.0 


HOURS AFTER ADMINISTRATION 


Penicillin V, Crystalline (Phenoxymethyl Penicillin) 
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Oatmeal 


in the 
light of P 
resent nutritional knowledge, greatly 


Current advanced during the past two decades, again 
enhances the time-honored position of this 


Nutritional widely eaten breakfast dish—rolled oats with 


milk and sugar. 


Knowle dg e€ The protein content of oatmeal, unaffected 


by processing or preparation for the table, is 
higher than that of other commonly eaten 
whole-grain cereals. The protein of the oat- 
meal and milk serving is of high biologic value. 
The carbohydrate is readily digested and avail- 
able for energy needs. 


Among whole-grain cereal foods, oatmeal 
ranks among the highest in thiamine. It also 
contributes notable amounts of other B-com- 
plex vitamins. 


For mineral content, too, oatmeal is rated 
among the leaders. It is outstanding for iron 
and phosphorus. Because of its low sodium 
content, it is particularly well suited for sodi- 
um-restricted diets. 


The low cost of Quaker Oats and Mother’s 
Quaker Oats and Mother’s Oats, the two ie Q . 
brands of oatmeal offered by the Quaker Oats Oats, their delicious nutlike flavor, assured by 
Company, are identical. Both brands are careful selection of the oats used, together with 
available in the Quick (cooks in one minute) 
and the Old-Fashioned (cooks in 5 minutes) their high nutrient value, warrant the physi- 
varieties which are of equal nutrient value. cian’s continued recommendation of oatmeal 


as a key dish of America’s breakfast. 


The Quaker Oats @mpany 


CHICAGO 
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A 


the first orallye@mective lissive' 


dosage: Adults—1 to 2 blets three or ou times a day 
with food or immediatel #i-i——ia/[[/ —1 tablet two to four 
times a day. ; 


supplied: Yellow, s red tablets (250 mg.), k ttles of 50. 
tlissive: Spasmolysi ‘oO voluntary muscle wi . t interference 


with normal functiogag 
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‘true spasmolysis 


of skeletal muscle 

in musculoskeletal and 
neurological disorders 
effective up to 6 hours : 


Synthesized and characterized by McNeil Laboratories, 
FLEXIN is the first skeletal muscle relaxant truly effective 
by mouth. Its lissive action relieves the disability and pain 
of skeletal muscle spasm—common denominator of many 


musculoskeletal and neurological disorders. 


not a mephenésin derivative 


FLEXIN provides superior and long lasting—up to 6 hours 
—spasmolysis of voluntary muscle in low back syndromes, 
fibrositis, strains, sprains, and in noninflammatory 


rheumatic and arthritic disorders. 


Striking results are reported in cerebral palsy. Over 65 per 
cent of spastics obtained definite reduction of excessive 
muscle tone. In addition, a highly significant number of 
patients with multiple sclerosis, spinal spasticity and 


Parkinsonism were benefited. 


McNeil Laboratories, inc., Philadelphia 32, Pa. 
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For the Difficult-to-Control Hypertensive 


IN MODERATE TO SEVERE HYPERTENSION 


Each slow-dissolving tablet contains 1mg. 
Rauwiloid (alseroxylon) and 3mg. Veriloid 
(alkavervir)...permits lower, better-toler- 
ated doses of Veriloid to exert full effect. 
Initial dose, one tablet, t.i.d., p.c. 


IN SEVERE, OTHERWISE INTRACTABLE HYPERTENSION 


Provides smoother, less erratic response to 
oral hexamethonium and permits greatly re- 
duced dosage of the latter drug (up to 50% 
less). Each tablet contains 1mg: Rauwiloid 
and 250mg. hexamethonium chloride dihy- 
drate. Initial dose, % tablet q.i.d. 
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Throughout the world... 


use in millions of cases 


and reports by thousands 


physicians have built 


confidence inTERRAMYCIN 


BRAND OF OXYTETRACYCLINE 


... well-tolerated, 
rapidly effective 
broad-spectrum 
antibiotic of choice, 


Capsules, tablets, 
taste-tempting liquid 
forms and special 
preparations for 
parenteral, topical 
and ophthalmic use. 


PrizER LABORATORIES 
Division, Chas. Pfizer & Co., Ine. 
Brooklyn 6, N. Y. 
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® 
Betaayamine . . for an escape from fatigue ... in your 


aging patients. 


Betasyamine carries its therapeutic attack to the very source 
of a basic biochemical inadequacy, typical of your chroni- 
cally fatigued and tense aging patients. 


Carlson! associates the aging process with progressively 
impaired neuromuscular function; Dixon? links this decline 
with chronic tension and fatigue brought about by depleted 
values of phosphocreatine. Betasyamine is not a sedative, 
not a stimulant drug. It is true replacement therapy. Betasya- 
mine, containing betaine and glycocyamine, precursors of 
phosphocreatine, serves to replenish these vital stores to op- 
timal levels needed for vigorous body functioning. In this 
manner, Betasyamine re-energizes the tense, exhausted pa- 
tient. By its purely physiologic action, Betasyamine offers a 
new-found means to meet the problem of autumnal years, 
whether they be environmental, physical, emotional. 


With Betasyamine, escape from fatigue in aging patients 
is achieved; a new will to keep going, stronger than ever. 


Average Dosage: 1 Effervescent Packet: 1 tablespoonful Emulsion; or 5 Tablets three times daily at 
mealtimes. 

Supplied: Effervescent Packets (New) — 24’s: Emulsion — 16 fl. oz.; Tablets — 200’s:: 

References: 1. Carlson, A. J., in Stieglitz, E. J.: Geriatric Medicine, ed. 3, Philadelphia, J. B. Lippincott 
Company, 1954, p. 71. * 2. Dixon, H. H.; Peterson, R. D.; Dickel, H. A.; Jones, C. H., and West. E. S.: West J. 
Surg. 60:327 (July) 1952. 


Amino Products Division ° International Minerals & Chemical Corporation 
Chicago San Francisco Los Angeles 
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NEW... 


Delfen 


TRADE MARK 
VAGINAL CREAM 


medically, 
DELFEN is the first contraceptive CREAM reported to be 


clinically effective when used alone. 


pharmaceutically, 


DELFEN is an oil-in-water emulsion—a cream. 


chemically, 
DELFEN Cream contains the highest concentration of the most 


potent, nontoxic spermicide ever discovered. 


clinically, 
results to date show DELFEN Cream to be highly active, 


very esthetic and nonirritating. 
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CORICIDIN 


ANALGESIC, 
ANTIHISTAMINE 
ANTIPYRETIC TABLETS 


best for colds 


...and pain 


—plain—é % gr. or % gr. codeine—@ 150,000 units penicillin. 
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the only 
oral liquid penicillin 


plus antipyretic, antihistamine 


CORICIDIN 


with 
PENICILLIN 


SOLUBLE POWDER 


Each teaspoonful (5 cc.) of the prepared solution contains: 


Penicillin G Potassium — 250,000 Units 
CHLOR-TRIMETON® Maleate—2 mg. (1/30 gr.) 
Sodium Salicylate —112.5 mg. (1% gr.) 


and to prevent complications and relieve early symptoms of colds 


CORICIDIN® with Penicillin Tablets 
(150,000 units) 
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Relax 


the nervous, 


tense, 
emotionally unstable: 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


erp 


Each tablet contains: 

Reserpine ..........0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

Reserpine .......... 0.25 mg. 

per 5 cc. teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 


1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 


The Upjohn C y, Kal Michigan 
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new...Mead presents 


10 nutritionally significant vitamins including Bg and stable B,, 
...and A, D, C, Bi, Be, niacin, biotin, pantothenic acid 


3 6 9 
months months months 


Deca-Vi-Sol 


a pleasant flavored, stable solution con- 
taining 10 nutritionally significant vitamins 
In 18cc., 30 cc. and 50 cc. bottles 


18 
\ 
years 
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vitamin family for the vital first decade 


—providing assured protection against vitamin inadequacies 
of ‘‘normal”’ diets during the vital first decade 


3 4 6 9 
years years years years years years 


Deca-Mulcin Deca-Vi-Caps 


a good-tasting orange flavored emulsion con- small, easy-to-take capsules containing 
taining 10 nutritionally significant vitamins 10 nutritionally significant vitamins 
Pouring lip bottles of 4 and 8 fl. oz. Bottles of 30 


e one basic name 
e one basic formulation 
it’s easier to specify the ‘Deca’ family because ff * °n¢ standard of truly comprehensive protection 
e three convenient dosage forms 


solution— Deca-Vi-So! the dropper dosage form 
for infants and toddlers 


Deca -Mulcin _ the teaspoon dosage form 


emulsion— 
for preschoolers 

capsules— Deca -Vi-Caps small, easy-to-take capsules 
for school-agers 
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and in the critical first months of life 


select the level of vitamin protection the baby needs 


~ 


/ yew’ \ 
\ 312 
_— 10 nutritionally significant 


vitamins including Bs and 
Deca-Vi-Sol stable Bys...and A, D, C, 
Bi, Bz, niacinamide, biotin, 
pantothenic acid 


Poly-Vi-Sol D, ©, By By, niacinamide 


Tri-Vi-Sol 3 basic vitamins...A,D,C 


Deca-Vi-Sol, like Poly-Vi-Sel® and Tri-Vi-Sol® is 

« highly stable—refrigeration not required In 15 cc., 30 cc. and economical 

ereadily accepted—exceptionally pleasant flavor, no . 50 cc. bottles with the new Mead 
unpleasant aftertaste . unbreakable, calibrated plastic 


efull dosage assured—can be dropped directly into ‘Safti-Dropper.’ 
the baby’s mouth : 


SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A, 


_ 


SUSPENSION 


Chloromycetin’ 
PALMITATE 


pleasant-tasting CHLOROMYCETIN for pediatric use 


When a youngster’s condition calls for CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) you can make the treatment pleasant by prescribing 
SUSPENSION CHLOROMYCETIN PALMITATE. Because children like the 
taste of this custard-flavored suspension, missed doses and spilled doses 
are avoided. Each teaspoonful is willingly taken...and swallowed. 

Precise adjustment of dosage, as directed, is made easier for the 

child’s mother with SUSPENSION CHLOROMYCETIN PALMITATE. 

The fact that it needs no refrigeration is an added convenience. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or 


for minor infections. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


supplied: SUSPENSION CHLOROMYCETIN PALMITATE, containing the equivalent of 125 mg. 
of CHLOROMYCETIN per 4 cc., is available in 60-cc. vials. 
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22” Operative Delivery Table...... 
FOR ABDOMINAL OR PERINEAL ROUTE DELIVERY 


@ The new 22” 500N table assures both the patient and 
the Obstetrician the fullest advantages of modern 
obstetrical practice under all conditions. 

The growing practice of performing cesarian sections in 
the O.B. room ... without moving or disturbing the patient 
«+. is made easy by the 22” surgery width of the 500N. 
Yet the table will accommodate even the largest patient 
during normal delivery and the universally adjustable knee 
and foot rests accommodate all patients fron the tallest 


to the shortest. 
Write for bulletin C171 


The “clean” lines of the 
500N table provide mox- 
imum comfort ond freedom 
for the surgeon... with toe 
space, folding handles, etc. 


If non-elective cesarian section is in- 
dicated, patient is quickly and easily 
positioned for surgery simply by lowering 
extremities and raising the foot section. 


The anesthetist need not change position 
15" height adjustment and every known obstetrical 


posture from high lithotomy to Walcher position 
provides convenient approach fo the perineal field. 


BRANCH OFFICES IN 14 PRINCIPAL CITIES 
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more effective than one 
or two pints of tap water 
\\ or salt solution 


FLEET‘ENENMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
...and less irritating than soap suds enemas. 


Established 1869 
B. FLEET INC. LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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because every baby 


gis an individual... 


PET MILK COMPANY e ARCADE BUILDING e« ST. LOUIS 1, 


No two babies have ever been born who were exactly 
alike. Even in identical twins, the tiny whorls on soles 
and finger tips identify the individual. 


So, in infant feeding, the doctor confronts an individual 
problem each time. 


Some years ago, medical research determined that the 
most satisfactory all-round solution to bottle 

feeding problems lay in evaporated milk formulae...a 
conclusion borne out by the sure, steady growth of 
50,000,000 babies fed evaporated milk. 


The flexibility of evaporated milk formulae—which 
permits the doctor to specify exact carbohydrate needs 
and alter them, if necessary—is an important reason for 
this unique success story. 


The higher level of protein sufficient to duplicate the 
growth effect of human milk has been a major factor 
in the healthy growth of 50,000,000 babies. 


And no other formula preparation yet available 
combines all evaporated milk’s major advantages 
with its great economy. 


PET EVAPORATED MILK 
is the “going home”’ formula for more 
babies than any other form of milk. 


MISSOURI 
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THORAZINE* 
can allay the suffering 


caused by severe pain 


for example: 


severe bursitis 


The ataraxic, tranquilizing action of “Thorazine’ can reduce the anguish and 
suffering associated with the pain of bursitis. “Thorazine’ acts not by eliminating 
the pain, but by altering the patient’s reaction—enabling him to view his pain 
with a “serene detachment.” Reporting on the treatment of pain, Howell and his 
associates! commented: “Several of [our patients] expressed the feeling that 
[‘Thorazine’| put a curtain between them and their pain so that whilst they were 
aware that the pain existed, they were not upset by it.” 

Note: It is obvious that not all cases of severe bursitis are suitable for “Thorazine’ therapy. 
‘Thorazine’ is most useful when the psychic element is important. 

‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), and in suppositories 
(as the base). 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.E. 1. Howell, T.H., et al.: Practitioner 173:172 
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because 
your allergic patients 

need a lift 

a new k... 


hloride and methyl-phenidy! CIBA) 


new, mild stimulant 
and antihistamine 


boost their spirits... relieve their allergic symptoms 


So often the allergic patient is 
tired, irritable, depressed—mentally 
and physically debilitated. Frequent- 
ly, antihistaminic agents themselves 
are sedative, adding to this already 
fatigued and disconsolate state. 


Plimasin, because it combines a 
proved antihistamine with a new, 
mild psychomotor stimulant, over- 
comes depression and fatigue while 
it achieves potent antiallergic ef- 
fects. Its new stimulant component 
—Ritalin—is totally different from 
amphetamine: smoother, gentler in 
action, devoid of pressor effect. 


DosaGE: One or 2 tablets as required. 


Each Plimasin tablet contains 25 mg. Pyri- 
benzamine® hydrochloride (tripelennamine 
hydrochloride CIBA) and 5.0 mg. Ritalin® 
(methyl-phenidylacetate CIBA). 


+ I B A SUMMIT, N. J. 


2/2191 
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every blood-building factor 
your anemic patient may 
need...in just one ROETINIC 


capsule daily 


for all treatable anemias: 
each ROETINIC capsule contains 
therapeutic amounts of all known 
hemapoietic factors. 


Each ROETINIC capsule contains: 


Intrinsic Factor-Vitamin 
B12 Concentrate . . . 10U.S.P. Oral Unit 


Folic Acid . . . 
Ferrous Sulfate, Exsiccated . 400mg. 
Ascorbic Acid © = - 100mg. 


Molybdenum Oxide (as the Trioxide) . . 15mg. 
Cobalt (as the Gluconate) . . . . . O.5 mg. 


Copper (as the Gluconate). . . . . . O.5Smg. 
Manganese (as the Gluconate). . . . . O5meg. 
Zinc (as the Gluconate) . . . . . O5Smg. 


Supplied: Bottles of 30 and 100 soft, soluble capsules. 


Need more than a hematinic? HEPTUNA® PLUS 
provides hemapoietic factors plus vitamins A and 
D, the entire B complex and 10 important minerals. 


Chicago 11, Illinois 
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for your asthmatics... 


effective, safe 


bronchodilation and sedation 


rapid relief 
~ unique base melts promptly after 
insertion ...does not inactivate 
aminophylline...releases full thera- 
peutic dose for quick bronchorelax- 
ant and calming action 


AMINET 


— WITH PENTOBARBITAL 


gos 


suppositories 


exclusive nonreactive base 


safer control 


avoids gastric upsets of oral amino- 

)phylline...cardiovascular effects of 

that preclude their pro- 
Tor, id use 


Prescribe in boxes of 12: Full Strength 
Aminet Suppositories — aminophylline 
0.5 Gm. (7% gr.), sodium pentobarbital 
0.1 Gm. (1% gr.), benzocaine 0.06 Gm. 
(1 gr.). Also available, Half Strength 
Aminet and Plain Aminophylline 
Suppositories. 


AMES COMPANY, INC ELKHART, INDIANA 
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ulvidren 


Multivitamins in a 
NEW soft tablet 
form (Softabs ) 


{Trademark 


Children like 
Mulvidren 


Sick people like 
Mulvidren 


Old people like 
Mulvidren 


Everybody likes 


Mulvidren 


More complete—Better balanced 
ONE TABLET CONTAINS: 


—— a 5000 USP Units 
> D 1000 USP Units 


60 mg. 


Mothers like 
Mulvidren 


B 2 

Doctors like 
B, 2 mg. Mulvidren 
B, mg. 
Bi2 5 meg. 
Calcium Pantothenate 3 mg. 


Niacinamide 10 mg. 


DOSE: 1 TABLET DAILY 
SUPPLIED: BOTTLES OF 50 AND 100 TABLETS 
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has been dramatically effective in: 


Alevaire is supplied in bottles of 60 ce. 
for intermittent therapy and in bottles of 
500 cc. for continuous inhalation therapy. 


LABORATORIES 
NEW YORK 18, N. Y. © WINDSOR, ONT 


Alevaire, trademark reg. U.S. Pat. Off. 


e neonatal asphyxia (due to inhalaton of 
amniotic fluid, mucus obstruction, atelectasis) 


croup laryngitis tracheobronchitis 


* pertussis « pneumonia « bronchial asthma 
* emphysema « bronchiectasis « lung abscess 
* pneumoconiosis « smoke, kerosene poisoning 
+ poliomyelitis (respiratory complications) 
* routine oxygen therapy « tracheotomy 
* prevention of postoperative 

pulmonary complications. 
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CASE REPORT+ 
G. H., 58 year old male With chronic twice a day, On the secong day Sputum 
é bronchia) asthma of fifteen years’ was more liquig and €asier to raise; 
duration, Was in moderately Severe Coughing Was legg frequent legs 
Status asthmaticys He Wheezeq Severe, and breathing became deeper, 
Stantly 4nd haq a Persistent nonpro. “quicker”? and easier, Bronchospasm 
ductive Cough, Occasionally he Was and Wheezing began to decrease 
y able to Taise thick, Sticky, Yellowish Patient felt that breathing Was more a 
. Sputum, He had to Sleep on three pil- natura] 4nd that he Could get the air ie 
lows, required Sedatives €ach night to down further into his Chest, In four. Ca 
Sleep, and had to arise for 4n hour or teen days the Wheeze or cough dis. Bo 
| two nightly to “catch his breath » 4ppeared. 
cough antibiotics The Patient Continueg to Use 
br onchodilator 8 and Sedatives had Alevaire for a short Period each night oa 
been useq without @ppreciable benefit, before retiring, 800n required 
Treatment Was begun With Alevaire Pillows, had no dyspnea, Slept al] hight es 
by direct 4pPplication of the Nebulizer Without Sedation s a 
to the externa] nares for ne hour 
*Miller, J. B., et al.; Ann, Allerg " ; 
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CARNATION INSTANT 
overcomes “diet resistance” because 
it tastes so good! 


Exclusive Award-Winning* 
CRYSTAL FORM of nonfat dry milk 
Only the Carnation crystal form mixes instantly even 
in ice-cold water...stays fresh and free-flowing on the 
pantry shelf. And most important, the flavor is fresh, 
delicious for drinking. 

For the patient who prefers a richer flavor in nonfat 
milk, or is on restricted liquid intake, an additional 
heaping tablespoon of crystals per glass (or an extra 
14 cup crystals per quart) may be recommended. 
This “‘self-enriched” Carnation Instant provides heav- 
ier, richer flavor—and 25% more protein, calcium and 
B-vitamins with no increase in fat or liquid bulk. 
Carnation Instant costs up to 7¢ less per quart than 
bottled nonfat milk, about half as much as whole milk. 
Available everywhere in the United States. 


Be, *Top Food Award Winner 
so The Carnation crystals process received the 


biennial Food Engineering Award as the 


he 3 OR 8-QT. PACKAGE 


Other Superiorities of New Carnation Instant 


most important advance in food processing. 


OTHER 
TYPES 


CARNATION 
CRYSTALS 


MIXES Ty NO SPECIAL 


INSTANTLY 
Carnation Instant 
crystals mix 
instantly and 
completely with a 
light stir, even in 
ice-cold water— 
ready to drink. 


STORES 
ON SHELF 


Carnation crystals 
do not cake or 


harden in package. 


No need to crowd 
refrigerator. 


RECIPES 
Liquid Carnation 
(regular or 
“self-enriched’’) 
is simply used in 
any recipe calling 
for milk. 
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other 
Vi-Penta Drops 'Roche.* Since all 
multivitamin solutions tend to lose 
“strength in time, vi-Pent Drops ~ 

are dated to assure full label potency. 
Just 0.6 cc daily provides required 


amounts of A, C, D and B vitamins 


(including Bg), and you'll find that both 


mothers and youngsters like them because 
they're easy to give and easy to take. 


Hoffmann - La Roche Inc « Nutley 10° N. J. 
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‘ig Word 
Notudar— 


Mild, yet positive in action, Noludar ‘Roche’ 
is especially suited for the tense patient 
who needs to relax and remain clear-headed - 
or for the insomniac who wants a refreshing 
night's sleep without hangover, Not a bar- 
biturate, not habit-forming, Tablets, 50 and 


200 mg; elixir, 50 mg per teasp. 


Noludar®-brand of methyprylon (3,3-diethyl-5-methyl-2,4-piperidinedione ) 
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Good health during life’s later years is a con- 
stant delight to those who have it. To help 
these spirited people sustain their activities, 
many doctors prescribe regular dietary supple- 
mentation with GEVRAL. This special geriatric 
formula provides 14 vitamins, 11 minerals, 
and Purified Intrinsic Factor Concentrate 
—all in one convenient, dry-filled capsule. 


Each GEVRAL Capsule contains: 
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“This hat makes me look almost as young as I feel!’’ 


| 


5000 U.S.P. Units Choline Dihydrogen Citrate.............. 
Thiamine Mononitrate (Bi). .... 5 mg. Vitamin E (as tocophery! acetates) 

Niacinamide. . 15 mg. Purified Intrinsic Factor Concentrate 

Pyridoxine HCI (Bs)... 0.5 mg. lodine (as KI).. 
5 mg. Calcium (as CaHPO,).. 


Gevra 


Geriatric Vitamin-Mineral Supplement Lederle 


filled sealed capsules a Lederle exclusive, for more 


rapid and complete absorption! 


*REG. U.S. PAT. OFF 


LEDERLE LABORATORIES DIVISION .weavcav Cyanamid comeavy PEARL RIVER, NEW YORK 


100 mg. Phosphorus (as CaHPO,)................ 110 mg. 
50 mg. Boron (as Na2B,07.10H20).............. 0.1 mg. 
50 mg. Copper (as 1 mg. 

Manganese (as MnOz).................... 1 mg. 
Magnesium (as MgO)..................... 

0.5 mg. Potassium (as 5 mg. 


Other Lederle geriatric products include: GEVRABON* Vitamin-Mineral Supplement Liquid with a wine flavor; GEVRAL* Protein Vitamin- 
Mineral-Protein Supplement Powder; and GEvrINE* Vitamin-Mineral-Hormone Capsules. 
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Electro-surgical conization 
of the cervix is the method 
of choice of thousands of 
Physicians performing this 
technic in office, clinic 

and hospital. 


Doctor—would you cone this 
cervix in office or hospital? 


Regardless of where you 
prefer to perform this 
THE NEW surgery, you will be inter- 


BIRTCHER SURGICAL PISTOL ested in 2 new, up-to-date 
for cervix conization reprints on the subject, 

which we have available 
This new instrument offers greater surgical 
accuracy, stability and control in perform- 
ing cervix conizations. Descriptives and a 
demonstration on request. 


on your request. 


THE BIRTCHER CORPORATION 
Department JOA 3-56 

4371 Valley Bivd., Los Angeles 32, Calif. 
Send me the following: 

C0 The 2 cervix conization reprints 


C0 | would like a demonstration of the new 
Surgical Pistol in my office. 


THE BIRTCHER 
CORPORATION 


Dr. 
Address. 
City. Zone. State. 


world’s largest volume 
producer of electro-medical- 
surgical equipment 
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Tablet Form—no odor 


Potencies to meet authoritative 
standards for therapeutic dosage 


Natural B Complex factors from liver 


5 mg. Bo per tablet 


ONE TABLET CONTAINS: 


Niacinamide 
Calcium Pantothenate.. 10mg. 


Also other members of the 
B Complex as present in 
Liver Fraction 2 N.F. 


Available in bottles of 50 and 100 tablets 
at all pharmacies 


Formerly 
STUART 
THERAPEUTIC 
B COMPLEX, © 


A truly Therapeutic B Complex Cc 
; 
¥ 
d 
7 
4s i 
er ee ere eee eee eee 10 mg. 
% a 
Stuart 
California 
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hypertension 


r 


hydrochloride 


(reserpine and hydralazine hydrochloride CIBA) 


Tranquilizer-Antihy pertensive 


The patient whose blood pressure must come down 
shows gratifying response to treatment with Serpasil- 
Apresoline, particularly after therapy with Serpasil 
alone. Among the benefits: both systolic and diastolic 
pressures reduced; heart rate slowed; renal blood 
flow enhanced; fewer side effects; decreased anxiety, 
stress and insomnia. 


NOTE: Priming therapy with Serpasil adjusts the patient to 
the physiologic milieu of lower pressure. 


Supplied: Tablets #2 (standard strength, scored), 
each containing 0.2 mg. Serpasil and 50mg. Apresoline 
hydrochloride; Tablets #1 (half strength, scored), 
each containing 0.1 mg. Serpasil and 25 mg. Apresoline 
hydrochloride. 


CIBA Summit, N. J. 2/2201m 
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in patients with colds... sinusitis... rhinitis : 


orally win 


Novahistine’ 


The marked synergistic action of a vasocon- 
strictor with an antihistaminic drug provides 
marked nasal decongestion and promotes nor- 
mal sinus drainage. Oral dosage avoids harmful 
misuse of topical agents...eliminates nose drop 
rebound. Novahistine causes no jitters or cer- 
ebral stimulation. 


Each Novahistine Tablet or teaspoonful of 


dee ans Elixir, provides 5.0 mg. of phenylephrine HCl 
elixir and 12.5 mg. prophenpyridamine maleate. 
tablets Novahistine Fortis Capsules contain twice the 
fortis capsules amount of phenylephrine for those who need 


greater vasoconstriction. 


PITMAN-MOORE COMPANY _ Division of Allied Laboratories, lvc., Indianapolis 6, Indiane 
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NEW 2nd (1956) EDITION 


Ritvo 


Chest X-Ray 


Diagnosis 
633 Roentgenograms With Fully Descriptive Legends! 


By MAX RITVO, M.D. 


Assistant Clinical Professor of Radiology, Harvard Medical School; Instructor 
in Radiology, Tufts Medical School; Roentgenologist-in-Chief and 


New 2nd Edition. Many lesions of the body can be 
demonstrated by roentgen methods long before their 
presence can be detected by the usual means of 
clinical examination. The criteria, on the basis of 
which the roentgen diagnosis of diseases is estab- 
lished, are stated clearly and comprehensively in this 
book. Dr. Ritvo tells how to establish an x-ray diag- 
nosis of diseases and conditions affecting the lungs 
and heart, Conditions which may produce similar 
roentgen manifestations are described and the dif- 
ferential diagnosis discussed. 


New 2nd Edition. 640 Pages, 7” x 10”. 


Washington Square 


Director, Department of Radiology, Boston City Hospital 


633 Illustrations on 426 Figures and 1 Plate in Color. 


LEA & FEBIGER 


All significant advances are included in this enlarged 
edition. The section on congenital diseases of the 
heart and great vessels comprises what is believed to 
be the most complete discussion available in any 
book on x-ray diagnosis. Roentgenograms, repro- 
duced exactly like the originals, illustrate conditions 
discussed in the text. Radiologists, internists, stu- 
dents, specialists in diseases of the chest and phy- 
sicians interested in diagnosis and treatment of 
diseases of the lungs and heart will find this book 
useful and practical. 


$16.00 


Philadelphia 6, Pa. 


CONCEN 


Small volume dosage 


2.5cc vials 


for Treatment and Prevention o ;s 


HYLAND ANTIMUMPS SERUM 


No hepatitis risk—a Gamma Globulin product 
Antibodies go to work immediately 


HYLAND LABORATORIES 


4501 Colorado Blvd., Los Angeles 39, Calif. 
252 Hawthorne Ave., Yonkers, N.Y. 


(Human) Concentrated 
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Enriched Bread... 


in the Ideal 
Reducing Diet 


In reducing, the primary consideration is the 
establishment of a negative caloric balance as 
well as the maintenance of an optimal nutritional 
state in the obese person. For achieving this 
objective ‘‘the ideal reducing diet . . . not neces- 
sarily devoid of any food present in the normal 
diet’”’ includes ‘‘meat, poultry, fish, eggs, milk, 
and other dairy products, leafy green and 
yellow vegetables, citrus fruits, and enriched 
and whole grain products . . . all desirable and 
necessary” foods.* 


High in palatability and high in many nutrients, 
enriched bread shares notably in helping make the 
reducing regimen appealing and adequate nutri- 
tionally. In so doing it helps ‘‘to assure weight 
reduction without irritability and personality 
change”’ as well as ‘‘to avoid self defeat due to 
physical weakness and consequent inactivity.’’* 
Furthermore, the “ideal reducing diet’? makes for 
increased likelihood of a permanent change 
from excessive eating to normal food habits ‘‘tuned 
to self control rather than outright abnegation.”’ 


The table presented below shows that 4 to 6 

average slices of enriched bread serve to good 

advantage nutritionally in reducing diets. Pro- 

viding generous amounts of protein, B vita- 

mins, and minerals, enriched bread goes 

far toward making the low caloric 

regimen adequate in these nutrients. 

Its protein, containing an average of 

10.5 per cent of milk protein, func- 

tions for growth and repair of tis- 

sues as well as for maintenance. 

Fresh or toasted, or as tasty 

sandwiches, enriched bread 

provides eating satisfaction, 99% The nutritional statements made in 

an essential for making the ag” ies by the Council on Foods and Nu- 
: trition of the American Medical 


reduci + ia Association and found consistent with 
tolerable. current authoritative medical opinion. 


Contribution of 6 Slices of Enriched Bread 


Nutrients Percentages of 
and Calories Allowances** 


Protein 11.7 Gm. 18% “Berryman, G. H.: Obesity—A Brief Review 
Thiamine 0.33 mg. 22 of the Problem, Metabolism 3:544 (Nov.) 1954. 
Niacin 3.0 mg. 20 **Percentages of daily 
Calcium (average) 122 mg. 15 A w 4 
Calories 378 13 Research Council Publication 302, 1953. 


AMERICAN BAKERS ASSOCIATION 20 North Wacker Drive + Chicago 4, Illinois 
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thimbleful dosage 


2.5cc. Hypertussis eliminates massive dosage in whoop- 
ing cough treatment or passive prevention. A crystal- 
clear homologous protein, 2.5 cc. Hypertussis contains 
the gamma globulin equivalent of 25 cc. of human 
hyper-immune serum. This specific anti-pertussis frac- 
tion is concentrated 10-fold to obviate the pain and 
inconvenience associated with massive dosage—giving 
you the advantage of 

“a thimbleful of dosage for a handful of baby.” 


Hypertussis will not interfere with 


the use of antibiotics where they 4m. For whooping cough prophylaxis 
may be indicated. er and treatment spccify 

2.5 cc. Hypertussis is supplied in 2.5 

cc. (one dose) vials, ready for immedi- 2.5cc. HYPERTUSSIS 


ate intramuscular injection. CUTTER Laboratories 
. (anti-pertussis serum-human) 
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Endometriosis—An Eight-Year Survey 
J. DONALD SHEETS, D.O., F.A.C.O.S. 


and 


JOHN A. FETZER, D.O. 
Highland Park, Mich. 


INTRODUCTION 


In 1949 one of us (J.D.S.) appeared before this 
College and presented a paper on the subject of en- 
dometriosis and its related condition, adenomyosis.’ 
Discussion of the disease process was supplemented by 
a review of 204 cases according to age incidence, symp- 
tomatology, and surgical therapy. During the past 6 
years we have continued our interest in this subject. 
However, since we are not doing either laboratory or 
clinical research, we have nothing original to contribute 
to current thinking on the histogenesis of these condi- 
tions, nor have we developed any new approach to their 
management. Nonetheless, this paper provides us the 
opportunity to bring our statistics up to date and to 
take a more critical look at what we have done. Ap- 
praisal of work viewed in the cold light of statistics 
often differs from that which stems from self-esteem. 
We feel that the information which has evolved from 
this survey can be utilized in several ways: 

1. As a means of comparison with similar reports 
of other writers 

2. As a means of measuring the successes and 
failures of the technics used in management 

3. As a signpost pointing to possible methods of 
improving service to patients. 

In preparing this survey, we have utilized the total 
number of cases of endometriosis and adenomyosis en- 
countered on the services of the combined surgical staff 
at the Detroit Osteopathic Hospital. All of these cases 
have been analyzed according to pathologic findings, 
age incidence, and type of surgery performed. Only 
those cases in which the disease process has been con- 
firmed by microscopy have been included. In addition, 
our own cases have been further analyzed in regard to 
a few of the prominent symptoms, the fertility prob- 
lem, and the results of surgical therapy. A complete 
statistical breakdown on all subjective and objective 
findings in these cases was considered unnecessary for 
this report. 

*The articles included in this Surgical Issue—III were presented at 
the Twenty-Eighth Annual Clinical Assembly of the American Col'eve of 


(steopathic Surgeons, Washington, D.C., October 30-November 3, 1955. 
See Editorial pages for additional information. 


During the period studied, 1947 through 1954, a 
total of 6,165 major gynecologic procedures was per- 
formed at the Detroit Osteopathic Hospital. Of these, 
in 1,131, or 18.3 per cent, there was a histologic diag- 
nosis of endometriosis, adenomyosis, or a combination 
of the two. Table I is a further breakdown of this 
group by percentages. We have separated our own 
cases from those belonging to other members of the 
surgical staff. Of the 1,131 cases, 605 were seen on 
other services, 526 on our own. This almost equal divi- 
sion would seem to indicate that we do 50 per cent of 
the total gynecologic surgery, which is not the case. 


TABLE I—GYNECOLOGIC SURGERY AT DETROIT 
OSTEOPATHIC HOSPITAL—1947 THROUGH 1954 


Per Cent 


Number 


Total 

Endometriosis 

Adenomyosis 

Combined endometriosis 
and adenomyosis 


The true figure is around 33 per cent. Table II shows 
the corrected statistics for the two groups of cases in 
which a considerable difference in the incidence of 
endometriosis is seen. Our own incidence of endometri- 
osis of almost 15 per cent more nearly approaches that 
reported around the country. Henriksen,’ in his recent 
review of 1,000 cases, reported an incidence of 19 per 
cent during the past 2 years in his experience. He did 
not, however, state the incidence for the entire 20 years 
during which his cases were collected. Gardner* re- 
ported an unusually high incidence of 30 per cent. 

It is quite possible that the diagnosis of this dis- 
ease is often missed at the time of pelvic laparotomy 
because (1) the surgeon is not acutely suspicious of 
the possible presence of the disease process, and (2) a 
very meticulous visual and palpatory examination of 
the entire pelvis is often necessary to identify the 
endometrial implants. 

Not infrequently we have explored the pelvis in a 
case with a tentative diagnosis of endometriosis and 
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TABLE II—DISTRIBUTION OF PATIENTS 


Operated on by 


Number of Cases Per Cent of Gyneco- Number of Cases Per Cent of 


logic Operations of Operated on by Gynecologic 


Sheets and Sheets and Fetzer Other Members Operations by 
Fetzer of Surgical Other Members of 
Staff Surgical Staff 
Endometriosis 335 14.6 356 9 
Adenomyosis 141 6 198 4 
50 2 51 1.3 


Combined 


then have nearly missed identifying the disease. This 
is especially true when only a few implants are present 
on one uterosacral ligament or on the peritoneum of 
the cul-de-sac. 

It should be understood that endometriosis and 
adenomyosis were not the primary diseases in all our 
cases. They were often encountered at pelvic laparoto- 
my for some other condition. This can undoubtedly be 
related to the fact that in 15 per cent of the entire 526 
cases none of the major symptoms of endometriosis or 
adenomyosis was present. In Henriksen’s series, only 
43 per cent of cases presented the characteristic symp- 
tom-sign complex of dysmenorrhea, dyspareunia, ab- 
normal uterine bleeding, and low backache. A correct 
preoperative diagnosis is made on the basis of an 
awareness of the disease process, a careful clinical his- 
tory, and a thorough rectopelvic examination, and it 
may often be difficult or impossible. 

In the remainder of this study, endometriosis and 
adenomyosis will be evaluated separately, except for the 
cases in which they occurred in combination. Predomi- 
nant consideration will be given to endometriosis. 

ENDOMETRIOSIS 

Three hundred and thirty-five cases of this dis- 
ease were operated on by us during the survey period; 
cases combined with adenomyosis are not included. The 
ages of these patients ranged from 18 to 60, with an 
average age of 37. The age range for the patients 
operated on by other surgeons was 16 to 72, with an 
average age of 38 (Table III). 


TABLE III—AGE OF PATIENTS 


Age Range Average Age 
Patients operated on 
by Sheets and Fetzer 18-60 37 
Patients operated on by 
other members of sur- 
gical staff 16-72 38 


Only 55 per cent of the patients complained of 
intermenstrual pelvic pain, 52 per cent complained of 
dysmenorrhea, and 12 per cent had no preoperative 
complaints whatsoever relative to their disease process 
(Table IV). It is not uncommon to see women with 
extensive pelvic disease who have no pain, while others 
with minimal involvement complain of severe pain. 
Kelso,* for one, has called attention to the great di- 
versity of histories of these women which often makes 
the diagnosis of endometriosis difficult. 


TABLE IV—SUBJECTIVE COMPLAINTS IN 
335 CASES OF ENDOMETRIOSIS 


"Number Per Cent 
Pelvic pain 185 55 
Dysmenorrhea 173 52 
Infertility 66 20 
No complaints 40 12 


Twenty per cent of our patients were considered 
to be relatively infertile. As Brewer® pointed out, how 
ever, the exact incidence of infertility is actually diffi 
cult to ascertain in these analyses because many other 
factors, such as fertility of the husband, have not been 
taken into consideration. In order to place infertility 
and endometriosis in their true relationship, a large 
series of cases should be surveyed in which all phases 
of the fertility problem in both husband and wife have 
been carefully studied. We have gained a definite im- 
pression that the severity and extent of the pathologic 
findings in the pelvis have no direct relationship to the 
patient’s ability or inability to become pregnant. About 
two thirds of barren women operated on did not have 
extensive pelvic disease. It is interesting to note, how- 
ever, that almost every one of them had ovarian lesions. 


Surgical Therapy.— 

Of our cases, 176, or 52.5 per cent, were treated 
by radical surgery consisting of castration and hys- 
terectomy (Table V). The ages of the patients ranged 
from 25 to 60, with an average of 44 years. Of the 
356 group cases, 207 or 58 per cent were castrated; 
149 cases, or 42 per cent, were not castrated. The age 
range of this group was comparable to our own. A 
comparison of these statistics shows that there was a 
somewhat greater tendency toward conservative sur- 
gery on our own service—the castration rate being 
about 5.5 per cent below the average for the 
other surgeons. Three of our group of castrated pa 
tients were not subjected to hysterectomy. In 1 of 
these cases, an incidental ovarian lesion was found on 
the specimens removed in the treatment of a patient 
with breast cancer. The other 2 patients, ages 30 and 
36, were operated on in 1947 and 1948, and bilatera! 
oophorectomies and uterine suspensions were per 
formed. These cases, we believe, reflect inadequate 
surgical judgment. Hysterectomy should have been 
combined with castration if conservative resection was 
not feasible. 


TABLE V—AGE AND CASTRATION 


Castrated 


Number Per Cent 


Average Age 


Not Castrated 


Number Per Cent Average Age 


Patients operated on 


by Sheets and Fetzer 176 52.5 At 159 47.5 29 
Patients operated on 

by other members of 

surgical staff 207 58 43 149 42 32 
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TABLE VI—CASTRATION IN ENDOMETRIOSIS 
Per Cent 


Age Number 


Below 30 . 10 3 
30-39 77 23 
Above 39 101 30 


Table VI shows a further breakdown of the cas- 
tration statistics. Only 10 patients under the age of 30 
were subjected to castration and hysterectomy. In the 
past we, like many others, rather arbitrarily have re- 
served castration procedures for those patients over the 
age of 35 whenever this was practical. Of the 10 young 
women castrated, 5 presented very extensive pelvic 
disease including tarry cysts of the ovaries. Two of the 
5 had never been pregnant. However, their complaints 
were maximal and radical surgery was believed justi- 
‘ied at the time. If we were to treat these cases again, 
stronger consideration would be given, we believe, to 
velvic conservation in the hope that pregnancy might 
ensue. Incidentally, all 5 of these patients have had 
zood results from surgery. Three others in this group 
if 10 have had second operations for endometriosis ; 
ihey will be further discussed later. Of the 2 remaining 
patients, in 1 hysterectomy was performed primarily 
for a large uterine myoma and the one remaining ovary 
was involved with endometriosis. The other patient 
had been previously operated on, and both tubes and a 
large part of the ovarian tissue had already been re- 
moved. 


Conservative Surgery.— 

One hundred and fifty-nine patients, or 47.5 per 
cent, were treated conservatively without castration. 
Their ages ranged from 18 to 51 years with an average 
age of 29. It was interesting to find that in 12 of these 
cases hysterectomy had been performed without castra- 
tion. In 6 we failed to make the diagnosis at the time 
of laparotomy, and subsequent tissue studies were posi- 
tive for endometriosis. Operation was performed in 
these cases primarily for other difficulties, and rather 
early endometrial lesions in the pelvis were unrecog- 
nized, 

In this connection, it is interesting to note that 
four positive diagnoses were made incidental to ap- 
pendectomy in which endometrial lesions of the appen- 
dix were found by the pathologist, there having been 
no recognized pelvic disease. In another case, the diag- 
nosis was not borne out by frozen section but later 
was confirmed by paraffin section. We find this dis- 
crepancy quite unusual, however, and as a rule rely 
heavily on frozen section in all questionable lesions, 
especially tarry cysts of the ovary where differentiation 
between an endometrial cyst and a hemorrhagic corpus 
luteum is sometimes most difficult. In 2 cases the diag- 
nosis was made incidental to vaginal hysterectomy in 
50-year-old patients. In 1 patient, aged 44, with evi- 
dence of an old, burned-out lesion, one ovary was in- 
tentionally left since it was believed there would be 
little or no subsequent activity in these lesions. In a 
32-year-old patient with a massive uterine myoma, 
conservative resection of small endometrial lesions of 
the pelvis was combined with hysterectomy without re- 
moval of the ovaries. The remaining case of the 12 
could not be classified because of a discrepancy between 
laboratory and surgical reports. These cases do, then, 
serve as a reminder of how carefully these lesions must 
be watched for at the time of surgery, especially in 
young females who are being primarily operated on for 
some other condition. 
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Follow-U p.— 

In the follow-up survey, 31 patients were not in- 
cluded who were no longer patients of ours or our re- 
ferring physicians. Fifteen patients 50 years of age or 
older also were not included. Of the remaining 289, 
227 or 79 per cent were studied as to results of surgery 
—whether radical or conservative (Table VIT). Of the 


TABLE VII—RESULTS OF SURGERY IN ENDOMETRIOSIS 


Total Good 
Cases Number Per Cent Number 


Radical 123 120 97.6 3 2.4 
Conservative 104 69 66.3 35 33.7 


Poor 
Per Cent 


remaining 123 cases in which castration and hysterec- 
tomy were performed, 120 have had no significant diffi- 
culty since surgery. Of the 104 cases treated conserva- 
tively, 69 obtained good results. Table VIII shows 
that the symptoms of pelvic pain and dysmenorrhea 
were relieved in almost every case in which radical 
surgery was performed. Each symptom was found to 
be present only once in patients in whom it had not 
existed in the preoperative state. It is only fair to state 
that some of these patients had some difficulty during 
the time that estrogenic therapy was administered for 
the vasomotor symptoms of surgical menopause. Cer- 
tainly, this type of therapy should be held to a mini- 
mum in order to avoid reactivation of endometrial 
lesions. It can be said that nearly 98 per cent of our 
patients treated with radical surgery eventually ob- 
tained good symptomatic results. 


TABLE VIII—SYMPTOMATIC RESULTS OF RADICAL 
SURGERY FOR ENDOMETRIOSIS 


Pelvic Pain Dysmenorrhea 


Positive pre- 
operatively 
Negative post- 
operatively 70 61 
Negative preop- 
eratively and 
positive post- 

operatively 


72 61 


Table IX shows the results of conservative sur- 
gery. Only two thirds of the patients thus managed 
obtained good symptomatic results. It was also noted 
that there was no significant difference in the earlier 
and later cases in the survey. 


TABLE IX—SYMPTOMATIC RESULTS OF CONSERVATIVE 
SURGERY FOR ENDOMETRIOSIS 


Pelvic Pain Dysmenorrhea 


Positive pre- 

operatively 54 60 
Negative post- 

operatively 36 41 
Negative preop- 

eratively and 

positive post- 

operatively 


As stated before, there were 66 or 20 per cent 
of the patients in the series who presented the problem 
of infertility prior to surgery. Forty of these were 
subjected to hysterectomy and castration. Of the re- 
maining 26, we have been able to follow only 17. Four 
of these have had subsequent pregnancies, 3 having 
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normal deliveries and the other haying two spon- 
taneous abortions. This is a small number of cases 
from which to draw any conclusions; however, the 
relatively good percentage of pregnancies in the cases 
that have been followed strongly suggests that careful 
conservative surgery may produce good results in 
some of these patients and is certainly worth the 
effort. 

Seven patients have been subjected to second op- 
erations, 6 by ourselves, 1 elsewhere. One of the 6 
actually had only an adenomyoma at the time of the 
first operation, but had endometriosis at the time of 
the second operation, and castration was performed. 
In 2 patients on whom reoperation was performed, 
the presence of recurrent endometriosis was not estab- 
lished either clinically or pathologically. As both of 
these patients have had good clinical results, the prob- 
ability of an existing psychosis must be strongly con- 
sidered. Recurrence of endometriosis was definitely 
established in 2 of the others—in 1 after only 6 
months, in the other after 4 years. Androgenic therapy 
was not effective in either of these cases. One of 
these was reoperated on just recently and recurrent 
sacrouterine endometriosis was found to be fairly 
extensive. As this patient was extremely desirous of 
becoming pregnant, conservative surgery was again 
performed. All sacrouterine and cul-de-sac lesions 
were resected and this procedure was combined with 
a uterosacral denervation utilizing the technic of 
Doyle. X-ray therapy was utilized in the management 
of 5 cases. Castration doses of radiation were effec- 
tive; subcastration doses were only temporarily effec- 
tive and subsequent reoperation was required. 


ADENOMYOSIS 

Operations for adenomyosis constituted 5.5 per 
cent of the total gynecologic surgery at the Detroit 
Osteopathic Hospital in the survey period, with a 
total of 339; 141 of these cases were our own. The 
patients ranged in age from 25 to 67 years of age 
with an average age of 42. In Table X is the statis- 
tical information on the surgical therapy applied to 
these cases. The average age for the patients treated 
by castration was the same as that of patients treated 
less radically. Hysterectomy was performed in almost 
all of the noncastrated cases. 


TABLE X—SURGICAL THERAPY FOR ADENOMYOSIS 


Number Per Cent 
Castration and 
hysterectomy 100 71 
Not castrated 41 29 


100 


141 


Total 


The decision as to the removal or conservation 
of ovarian tissue was adapted to each individual case 
and not based on the nature of the pathologic findings. 
In the younger patients, ovarian tissue was allowed to 
remain; in the older group it was removed. There 
were 4 patients who were not castrated and on whom 
hysterectomy was not performed; they averaged 31 
years in age. In each of these cases well-defined 
adenomyomas were excised from the uterus, being 
diagnosed at the time as fibromyomas. In 1 case, a 
gross diagnosis of associated endometriosis was made 
but was not confirmed by pathology. 

Table XI shows the incidence of the major symp- 
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complaints of pelvic pain, dysmenorrhea, and infer- 
tility as compared with those in endometriosis is con- 
siderably lower. Eighteen per cent of these patients 
had no preoperative complaint related to their pelvic 
disorder. 


TABLE XI—SUBJECTIVE SYMPTOMS IN ADENOMYOSIS 


Number Per Cent 
Pelvic pain 62 44 - 
Dysmenorrhea 2 30 
Menorrhagia 42 30 
Infertility 18 
aint 12 9 


No complaint 


Twenty-nine patients in the upper age bracket 
were not included in the follow-up survey. In none 
of the cases followed has any significant difficulty 
been encountered aside from menopausal symptoms. 
All patients have had good symptomatic results from 
surgery. Forty-seven of these patients required no 
treatment after surgery ; 24 were treated with estrogen 
therapy for the vasomotor reactions of surgical meno- 
pause. * 

COMBINED ENDOMETRIOSIS AND ADENOMYOSIS 


A few remarks should be made about those cases 
of combined endometriosis and adenomyosis, 101 in 
all, 50 from our own service. The average age of this 
group was 38 years—1l year more than that of the 
endometriosis group and 4 years less than that of the 
patients with adenomyosis. The incidence of pelvic 
pain and dysmenorrhea was notably higher in this 
group than in the others (Table XII). Conversely, 
the percentage with no complaints is minimal. The 
degree of infertility is also much higher than in either 
of the diseases singly. Castration and hysterectomy 
were performed in 92 per cent of these cases. In 2 
cases, hysterectomy was performed without castration. 
Of the 33 patients followed in this group, only 3 had 
any postoperative difficulty: 2 of these had_ been 
treated by hysterectomy and castration; 1 had been 
treated conservatively. 


TABLE XII—SUBJECTIVE SYMPTOMS OF COMBINED 
ENDOMETRIOSIS AND ADENOMYOSIS 


‘Number Per Cent 
Pelvic pain 32 64 
Dysmenorrhea 29 58 
Infertility 17 34 
No complaint 2 4 


SUMMARY AND CONCLUSIONS 


In summary, we would like to emphasize again 
that endometriosis is a common and disabling pelvic 
disorder which often goes unrecognized at pelvic lap- 
arotomy, thus preventing adequate surgical therapy. 
Therefore, extreme vigilance on the part of the sur- 
geon is constantly demanded. The preoperative diag- 
nosis of endometriosis may often be difficult or im- 
possible. An awareness of the disease, a careful clini- 
cal history, and rectopelvic examination are requisites 
in the establishment of preoperative diagnosis. The 
finding of tense, tender, or nodular uterosacral liga- 
ments or of the so-called frozen pelvis should make 
the physician or surgeon acutely suspicious. 

We believe that surgeons should make an ever- 
increasing effort to conserve the female reproductive 
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organs in these cases. Although it is true that castra- 
tion and hysterectomy have proved to be extremely 
successful therapy, we believe that the relatively high 
percentage of good results with conservative surgery 
should encourage us in this direction. These good 
results can be obtained otily through the meticulous 
care of the operator during pelvic exploration. In 
addition, we, as surgeons, must continue to search 
for improved methods of conservative management. 

Curtis,© among others, has in the past recom- 
mended the use of presacral neurectomy in certain 
cases of endometriosis in order to relieve these patients 
of their dysmenorrhea. We have not used this technic 
and therefore can offer no personal or factual con- 
clusions about it. In a few recent cases, we have 
combined wide resection of endometrial lesions with 
uterocervical denervation following the technic de- 
scribed by Doyle.*. This is a considerably less formid- 
able procedure than presacral neurectomy. We will 
await with interest the results in these cases. 

The role of endometriosis in infertility is very 
difficult to assess. However, the percentage of preg- 
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nancies occurring in those cases managed by conserva- 
tive surgery, although not conclusive, encourages us 
to practice greater pelvic conservation in these young 
females with few or no children. The prognosis in 
infertility is not favorable when tarry cysts of the 
ovaries are present. However, the extent of pathologic 
pelvic findings in itself is not an index of the degree 
of infertility. 

In this paper we have made little mention of the 
use of androgenic and estrogenic therapy for two 
reasons: first, this has been primarily a paper devoted 
to the surgical aspects of endometriosis and, second, 
we have no available statistics regarding hormone 
treatment. We do feel, however, that androgenic 
therapy has been disappointing, not only because of its 
therapeutic failure, but also because of the highly un- 
desirable side-effects. We have not used massive estro- 
gen therapy in the past, but have recently begun to 
treat a few cases with micronized stilbestrol following 
the therapeutic regimen recommended by Karnaky.*® 


12561 Third Ave. 
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The Formation of a Tissue Committee 


Function and Value 


C. LLOYD PETERSON, D.O., F.A.C.O.S. 
Denver 


In view of the fact that the idea of a medical audit 
or one of its component parts, a surgical evaluating or 
tissue committee, is of relatively recent origin, as time 
is measured in the progress of medicine, it is deemed 
appropriate to set forth at the outset that this discussion 
will primarily limit itself to considerations relating to 
tissue committees. Generally speaking, a medical audit 
evaluates and rates the efforts of all the members of all 
of the departments of a hospital, while the tissue com- 
mittee deals primarily with the evaluation of the tissues 
removed in surgery, which evaluation leads to an ulti- 
mate conclusion as to the justifiability, or lack thereof, 
for the performance of the operation. The tissue com- 
mittee may, and perhaps should, concern itself with the 
necessity for the performance of various surgical 
operations whereine no tissue is removed. However, 
this discussion will largely be limited to the pathologic 
aspect of the medical audit or, more specifically, the 
activities of the tissue committee, because that is as far 
as the author’s individual experience extends and such 
is the extent of this particular assignment. 


PURPOSE OF TISSUE COMMITTEE 


The purpose of the tissue committee is the over-all 
improvement of patient care. This is certainly likewise 
true of the broader activities of the medical audit 
wherein departments other than surgery are evaluated. 
Impairment of physical status or loss of life by medi- 
cal, obstetrical, or other errors must surely bear no less 
stigma than those same misfortunes occurring as a re- 


sult of surgical misfeasance. That other departments of 
a hospital should be given the benefit of the same criti- 
cal scrutiny as applied to the surgical department is 
only consistent with the purpose stated above. 

Probably the first thought that comes to mind 
when a tissue committee is mentioned is that of un- 
justified or unnecessary surgery. This is promptly asso- 
ciated in most minds with greed or avarice. There can 
be no doubt but that this is more prevalent than we 
would like to believe, but further consideration will 
suggest other contributing factors. The desire for 
money is, in some instances, transcended by an attempt 
on the part of the surgeon to satisfy his egocentric 
requirements, a desire for the prestige associated with 
a large volume of surgical activity. Another factor, 
perhaps, is the requirement of numerous surgical ac- 
complishments on the part of candidates for member- 
ship in surgical societies or organizations and similar 
requirements for those seeking examination and cer- 
tification by boards set up for that purpose. 


EFFECTS OF TISSUE COMMITTEE 


The first observed and most noticeable effect will 
be on those surgeons of easy virtue who, for the rea- 
sons mentioned and probably others, find their activities 
scrutinized and compared unfavorably with those of 
their fellow staff members. Thus an attempt is made 
to provide rules and regulations that will function 
where a conscience and a regard for the life and wel- 
fare of one’s fellow man should be operative. This 
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attempt on the part of a hospital staff to accomplish 
by legislation what should be the end result of basic 
and inherent morality is no mean undertaking. A hasty 
view of the problems of society generally engendered 
by such undertakings will eliminate cause for alarm 
that the same effort by physicians is not always accom- 
plished with dispatch and facility. Wherever effective 
tissue committees have been established the incidence 
of unjustifiable surgery has markedly and almost dra- 
matically decreased, with ultimate profound benefit to 
the patient. 

There are, however, other significant effects of a 
tissue committee. It has been noted that the entirely 
honest and conscientious members of the surgical staff 
have become more acutely aware of their responsi- 
bilities to their patients as well as to their colleagues 
and their institutions. Preoperative work up of cases 
has become more complete and more thorough and con- 
sultations before surgery more frequent. Another most 
important effect of the presence of a tissue committee 
has been the greatly increased use of the pathologist as 
a consultant in the operating rooms before the tissue is 
removed. All of these effects can only accrue to the 
ultimate welfare of the patient. 

The fear that the presence of an effective tissue 
committee would result in unjustified and improper 
conservatism does not seem to be valid. It has been 
further noted that an indirect effect of the presence of 
a tissue committee is the elimination of the situation 
wherein the more conscientious members of a surgical 
staff experience apprehension that while they carefully 
study a case a competitor who is an accomplished but 
unscrupulous salesman would have performed the 
operation, with not only economic loss but also loss of 
prestige to the careful surgeon. It would seem that 
there is an advantage to the patient when all of those 
potentially concerned are guided by the same ground 
rules. The surgical staff, knowing that its records will 
be scrutinized, will be stimulated to accomplishment of 
more complete and revealing records. This will be re- 
flected in the presence in the chart of more careful and 
detailed histories and physical examinations as well as 
progress notes and evidences of preadmission work up 
of the case. Emergency surgery will markedly decrease 
and the percentage of justifiable surgery occurring in 
the emergencies performed will just as markedly in- 
crease. Genuine emergencies will become the rule and 
fancied ones the exception. 

ORIGIN AND DEFINITION OF TISSUE COMMITTEE 

The idea of the establishment of a tissue commit- 
tee was originally fostered by the American College of 
Surgeons and the Joint Commission on Accreditation 
of Hospitals. A tissue committee is now a required 
committee in hospitals hoping to qualify for accredita- 
tion by the Joint Commission. 


Meyers! defines a tissue committee as 
. .. a committee of the medical staff of a hospital, which 
evaluates the surgery done by the medical staff, and rates the 
competence of each surgeon on the basis of his performance. 
The tissue committee is one answer by the medical profession 
to the problem of unnecessary surgery and is the best known 
method of providing adequate control of surgery done in our 
hospitals. It is a prime example of self-discipline by the 


medical staff, and is the first step toward an indicated advance 
in hospital medicine—the complete medical audit. 

My own recollection is that Dr. Harry Collins? was the 
first member of the osteopathic profession to advocate 
publicly and in writing the establishment of such a 
committee. 
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REQUIREMENTS OF AN EFFECTIVE TISSUE COMMITTEE 


The first and basic requirement is that the general 
medical staff be sincerely self-critical, and consequently 
desire such a committee to the end that their services 
to their patients will continually improve. There must 
be men available on the staff who are willing to sacrifice 
a considerable amount of time in the study of charts 
and records, in the execution of their duties as com- 
mittee members. These members must aiso be willing 
to objectively criticize the efforts of themselves and 
their colleagues and to recognize their own deficiencies 
and inform others of theirs. A fair and impartial chair- 
man endowed with courage is also an absolute essential. 

A competent, honest pathologist who has the cour- 
age of his convictions is also a necessity. Certainly it 
is preferable, though not essential, that he be in resi- 
dence in the hospital. Methods have been developed 
whereby the services of nonresident pathologists have 
been utilized successfully, so that the inability of a 
hospital to have a pathologist in residence is not 
grounds for denying the hospital staff and its patients 
the benefits resulting from a tissue committee. It is 
undoubtedly elementary to so state, but it should be 
said that the ruling must be in effect that all tissue 
removed at surgery must be submitted to the patholo- 
gist for examination. Deviation from this policy will 
defeat the purpose of the committee. 


Finally, the membership of the committee must 
recognize its responsibilities and its limitations. Mem- 
bers must recognize that its task is not a punitive one 
but rather a recommending one. Its obligations are to 
the executive committee and to the general staff, and 
basically it must be imbued with the idea that its pur- 
pose is to educate and improve, and not to criticize 
destructively. On the other hand, it must be prepared 
to recommend disciplinary action when other methods 
of dealing with repeated offenders fail. 


OBJECTIONS TO TISSUE COMMITTEE 


Various objections have been raised to the estab- 
lishment of tissue committees. It is not surprising that 
in America, the land of the free and the home of the 
brave, physicians may be apprehensive lest their free- 
dom of professional activity be infringed upon. Hence 
the objection that such a committee might result in 
interference with the individual’s management of his 
patients’ problems. This is all well and good within 
certain reasonable limits, but liberty and freedom are 
not license in the practice of medicine and surgery. The 
committee must be so philosophically constituted as to 
recognize that the problems of practice are many and 
varied, that there are sound basic differences of opin- 
ions as to the management of the problems of disease, 
and that honest mistakes will occur. However, it must 
be recognized that there exist broad and reasonable 
limitations within which medical and surgical manage- 
ment must be carried out and that deviation therefrom 
must be corrected. The hospital may not become a 
laboratory for the trial of new and untried measures 
nor a theater for the expression of surgical fads and 
fancies. Research centers, equipped with personnel, 
technologic instruments, and facilities for animal ex- 
perimentation are in existence for such development of 
new approaches to therapy. 


The objection is also raised that the ultimate 
effect of such a committee would be to delegate au- 
thority and control of the hospital to agencies outside 
the hospital. This, it is thought, might occur through 
the mechanism of accreditation. This objection, how- 
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ever, is invalid on the face of it because a tissue com- 
mittee is of the staff, by the staff, and for the staff. 

The legality of such a committee has also been 
questioned. This, I believe, can be quickly disposed of 
by considering the fact that lay boards of control have 
the final authority in hospitals, and such boards are the 
ones that take final action on disciplinary problems. 
Tissue committees are actually only agents of the 
board, and the committee’s function ends with fact 
finding and recommendation. Also cited as an objec- 
tion is the possibility of such committees becoming in- 
struments of “witch hunts” and for expression of 
personal differences and personal animosity. The num- 
ber and variety of the personnel of the committee will 
certainly be a deterrent to such, plus the fact that the 
activities of the committee are strictly secret, with 
specific and detailed individual reports of its delibera- 
tions given only to the executive committee. All re- 
ports to the general staff are generalized, not individ- 
ualized. Even individualized reports to the executive 
committee are not made until measures designed to 
produce self-discipline and education have been ex- 
hausted. It has been pointed out by some that such 
evaluation of charts and professional practice might 
become the basis for legal action against the physician. 
Suffice it to say that the records of the tissue committee 
may not become a part of the chart under any circum- 
stances, and that such records can be and are the per- 
sonal property of the committee, with their possible 
dissemination and availability absolutely and completely 
controlled by it. Thus, there seems to be no really valid 
objection to the establishment of a tissue committee. 

STANDARDS OF TISSUE COMMITTEE 

Such committees, being of as recent origin as they 
are, find themselves in a situation where there are few 
specific and definite criteria that have general accept- 
ance to guide them. Reference to current literature on 
the subject reveals, for instance, suggestions that a 
justifiable percentage of removal of normal tissue may 
be anywhere from 10 per cent to 20 per cent.’ The 
term “justifiable” as used in this instance will be en- 
larged upon later. 

A most difficult hurdle to overcome in the attempt 
to evaluate the efforts of individual surgeons, or of a 
surgical staff, is the lack of standardized procedure in 
collecting statistics. Dr. Norman W. Arends* dealt 
with this problem in a most enlightening manner on 
this program last year and his paper was subsequently 
published in the Surgical Issue of the JouRNAL oF 
tHE AMERICAN OSTEOPATHIC ASSOCIATION, March, 
1955. This certainly should be required reading for 
anyone interested in tissue committee activities. 

Consideration of this element of the function of a 
tissue committee promptly projects one into a great 
variety of factors. The evaluation of pathology as to 
whether it is major or minor promptly presents itself, 
and the relation of the interpretation of same as in- 
jected into the decisions of the tissue committee must 
be reconciled. This is especially true of such pathology 
as is encountered in appendices, female pelvic organs, 
gallbladders, et cetera. The designated scope of this 
paper and the time allotted will not permit exploration 
of this facet of the problem, and it is probably more 
properly a discussion that is pathological rather than 
surgical in nature. 

Another source of confusion in attempting statis- 
‘ical comparisons is that there has been established no 
generally accepted and recognized delineation in which 
tissues are to be included for such statistical compari- 
son. However, it is of much more practical import to 
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actually determine whether the surgery was justified 
and properly carried out or whether error occurred and 
on what basis. If error occurred, was it predicated upon 
technic, knowledge, judgment, or medical philosophy ? 
Certain questions will pose themselves to the commit- 
tee, and they must be answered. These will deal with 
whether or not the clinical results in the case support 
the final diagnosis, whether or not the laboratory find- 
ings support the final diagnosis, and a consideration of 
whether or not there is disagreement between the post- 
operative and final diagnoses and the pathologic con- 
clusion. It will also be necessary to determine whether 
or not surgical management followed accepted lines or 
deviated dangerously therefrom. The physician, of 
course, should not have exceeded his granted privileges. 


PERSONNEL METHODS OF OF 
TISSUE COMMITT 


Suggestions are many and nil regarding the 
personnel of a tissue committee. These vary from sug- 
gestions that the committee be made up only of sur- 
geons and the pathologist to those advocating a com- 
mittee made up of various specialists and general 
practitioners with surgeons in the distinct minority. I 
am persuaded that the committee should be composed 
of the pathologist and clinicians representing various 
fields, surgery, medicine, obstetrics and gynecology, 
general practice, et cetera. This seems essential to me 
because charts absolutely must be evaluated from a 
clinical as well as a pathologic standpoint. The final 
conclusion as to whether or not a surgical procedure was 
justified must of necessity hinge not only upon the 
pathologic diagnosis but also upon the clinical status 
of the patient as revealed by the history, physical ex- 
amination, laboratory findings, consultations, preopera- 
tive work up and treatment, and in some instances the 
progress notes. Obviously this will result in the attend- 
ing physician seeing that his records are complete and 
informative. A chart revealing a uterus removed with 
negative pathologic findings and not documenting a 
long history of disabling uterine bleeding and, perhaps, 
an attempt or two to control the situation by curette- 
ment coupled with adequate medical therapy can only 
result in criticism, because the committee can only base 
its conclusions on what is on the chart. A chart indicat- 
ing removal of a nondiseased uterus via vaginal hys- 
terectomy for relief of prolapse without recording ade- 
quate preoperative physical examinations will likewise 
be a matter of concern. Operations for adhesions, sus- 
pension of the uterus, nephropexy, and herniated disk 
must also list data supporting the diagnosis. A tissue 
committee will have no trouble justifying an appendec- 
tomy with pathologically deficient findings if the chart 
reveals that on the basis of history, physical examina- 
tion, and laboratory findings the surgeon had no choice 
but to operate. On the other hand, a chart deficient in 
such supporting data can only merit a damaging critical 
review. 

The matter of disagreement between postoperative 
and final diagnosis can be resolved on only one basis— 
that the pathologist is the final court of appeal, and the 
final diagnosis must be in accord with his findings. 
Myers and Stephenson‘ list six reasons for lack of 
effectiveness of tissue committees. 

1. The clinical justification for surgery is frequently disre- 
garded. It must be recognized that a certain percentage of 
normal tissue will be removed for adequate clinical reason by 
any surgeon. Whether the operation is justified in each case 
is a decision to be made by the clinicians of the tissue commit- 
tee. 2. The preoperative diagnoses frequently are not obtained 
from the operating surgeon and recorded on the chart before 
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surgery. 3. Not all surgical tissues are diagnosed honestly. Some 
surgeons are reluctant to accept “normal tissue” as an accurate 
diagnosis. Some pathologists are coerced into attempting to re- 
port some pathological process in every specimen. 4. Some phy- 
sicians are unwilling to criticize the surgery of a colleague. 
5. The decisions of the tissue committee are sometimes not re- 
corded properly, making it difficult or impossible to evaluate 
surgery later. 6. The scope of the tissue committee’s work is 
not realistically adjusted to the amount of time that busy phy- 
sicians can devote to such evaluation. 


Many technics have been devised for the selection 
of charts for review. These are variously described as 
involving the judgment and actions of the surgical 
nursing supervisor, the medical librarian, the patholo- 
gist, the chairman of the surgical department, and 
others. We utilize that which seems to be a satisfactory 
method wherein the pathologist is the primary screen- 
ing agent. Charts reflecting tissues obviously justify- 
ing the surgery performed are eliminated from com- 
mittee consideration. Charts reflecting normal tissues, 
or questionable ones, are subjected to committee re- 
view. All of the chart components are then considered 
by the committee members. If the procedure is ob- 
viously justified by the history, physical findings, con- 
sultations, and laboratory findings, the case is closed 
and the chart returned to the record library for perma- 
nent filing. If, on the other hand, deficiencies exist, the 
chart is retained and held with other similar ones for 
special detailed review. 


The reason for delayed conclusions regarding such 
charts is to determine whether or not such unjustified 
practices form a pattern regarding individual surgeons. 
Such is usually the case, at least at the inception of the 
committee. Showing that the same surgeons make the 
same errors repeatedly demonstrates the value of the 
tissue committee. At the time of the final review of 
the charts they are not only considered from the stand- 
point of their individual deficiencies but they are also 
considered from the standpoint of whether or not they 
represent repetition of previous similar offenses, the 
number or volume of such offenses, and the degree of 
seriousness thereof. 

First offenses with less than serious index of se- 
verity are frequently dealt with by means of a letter to 
the involved surgeon, pointing out the error occurring 
and making suggestions for avoiding it. These sugges- 
tions might include recommendations for more ade- 
quate preoperative study of cases, consultation, or rec- 
ommendation that the surgeon familiarize himself with 
normal variations of tissue such as those manifested by 
ovarian physiology. 

An offense with a high index of seriousness or 
evidence of failure to adopt self-disciplinary measures 
after previous suggestion and direction results in a 
personal interview between the committee and the sur- 
geon involved. The future course of events is deter- 
mined by the response of the offender. Further action 
might well include recommendation to the executive 
committee for disciplinary measures which could extend 
to required consultations preoperatively, operating only 
under supervision, or dismissal from the staff. The 
executive committee would obviously have the oppor- 
tunity for approval or disapproval of the recommenda- 
tions and also the opportunity to adjust the disciplinary 
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measures and subsequently forward its recommendation 
to the governing board of the hospital, whatever its 
action. 


This discussion has purposely not concerned itself, 
except casually, with the possible expanded function of 
a tissue committee wherein it actually becomes a sur- 
gical review committee and reviews all surgical proce- 
dures whether tissue is removed or not. 

Time does not permit the inclusion of that subject 
here. This item will be disposed of with the admission 
that such would be a most difficult problem, the solution 
of which could range from adequate supporting records 
to required consultations in all cases. Experience in 
our hospital persuades me that the problems encoun- 
tered and the experience and education required in 
meeting those problems relating to the evaluation of 
tissues removed are of sufficient magnitude that they 
may better be approached and solved singly. 


It has been the universal experience of tissue com- 
mittees that their originally heavy work load of cases 
requiring review rapidly decreases as the committee’s 
functions and aims become better understood by those 
concerned. There is a rapid decline in the number of 
cases requiring review. 

The results of such a program as outlined and 
suggested will be the marked lowering of instances of 
unjustified surgery and the removal of normal tissue. 
The volume of emergency surgery performed will de- 
crease markedly, and justification for such surgery will 
rise proportionately. The patient will be subjected to 
fewer unnecessary operations, which is the ultimate 
desired goal. Another related benefit will be that the 
critical lay press will be robbed of its fertile source of 
ammunition which it has so effectively used against 
physicians in the immediate past. 


CONCLUSIONS 


An attempt has been made to reflect the current 
thought regarding the formation, function, and value of 
a tissue committee, and, to a lesser but related extent, 
the philosophy of the medical audit. The labored and 
detailed manner in which this has been presented is 
justified on the grounds that the matters dealt with 
are very new, and hence probably poorly understood. 
This is evidenced by the fact that during 1954 (June) 
it was calculated that less than 10 per cent of the 
United States hospitals conducted medical audits, and 
that most of these limited their audits to unnecessary 
surgery, with only a few studying all clinical records.” 

No thought of claiming originality for ideas herein 
expressed is entertained by the writer. Current litera- 
ture has been reviewed in an attempt to comprehend 
the problem better. 

The decision for or against a tissue committee is 
not difficult. Most physicians devote their lives to at- 
tempting to negate the destructive effects of disease 
upon human organs and lives. Shall a few unscrupu- 
lous or uninformed surgeons be permitted to compro- 
mise the lofty ideals and purposes of the many? In 
essence, shall the patient be given the benefit of appli- 
cation of the Golden Rule? The answer seems obvious. 
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The mounting problem of cancer makes it impera- 
tive that every physician should become familiar with 
recent remarkable advances in cancer chemotherapy. 
Research during the past decade has provided a con- 
siderable number of compounds effective in the man- 
agement of this dread disease complex. Only a few of 
them can be briefly discussed here. 

It is estimated that 50 million persons alive in 1950 
will suffer from cancer in their lifetime.’ The annual 
cancer death toll of approximately 225,000 persons in 
the United States is tragic evidence of the need for 
more effective treatment of the disease. 


The extensive and sometimes mutilative require- 
ments of surgery have made it necessary, in many in- 
stances, to decide whether the body has the physiologic 
ability to survive radical resection. Similarly, whether 
the nonselective effects of powerful irradiation can 
achieve their maximum destruction of neoplastic tis- 
sue without destroying the disease victim must also be 
decided. In this presentation it will be assumed that 
the recognized procedures of treatment of cancerous 
lesions by surgery and irradiation are generally known 
and have been properly utilized, and they will not be 
discussed here. 

In spite of the powerful weapons for combating 
neoplastic disease, only one patient in four survives the 
prescribed 5-year period of watchful waiting following 
surgery and/or irradiation therapy. The manifest 
inadequacies of these treatments have pointed to the 
ever-increasing need for chemical means of selectively 
destroying cancer cells without inducing irreversible in- 
jury to normal cells. Naturally, the amazing progress 
in the chemotherapeutic management of microbiologic 
diseases has induced a tremendous interest in the pos- 
sible eradication of cancer by similar means. 


Unfortunately, while bacterial infections result 
from invasion of the body by foreign agents, the 
traitorous cells of cancer stem from within the body 
itself. Thus, innate body defense mechanisms, aided 
and abetted by chemotherapeutic agents, may over- 
whelm the majority of microbial invaders. But, in con- 
trast, cancer cells are so much like the parent body 
cells that what injures or kills the neoplastic cells simi- 
larly affects normal body tissues. 

The therapeutic limitations and frequent failures 
of cancer treatments have led to the expenditure of 
millions of dollars to discover compounds which may 
be utilized for cases not amenable to surgery or irradia- 
tion. Closely related to these endeavors have been ex- 
tensive efforts to devise reliable tests for the early 
diagnosis or differential diagnosis of neoplastic diseases. 
To date, none of these experiments have been produc- 
tive either of a dependable diagnostic test, exclusive of 
biopsy, or a sure cure for cancer. However, it can also 
be stated that there is no sure cure for any disease. 


In the past 10 years numerous chemical compounds 
have appeared which have yielded valuable palliative, 
though not curative, relief of symptoms of the disease. 
The extraordinary variations in the growth pattern of 
so-called hopeless cancer makes the evaluation of par- 
ticular chemicals difficult, but it appears that in some 


instances life may be extended through their use. Those 
which are of greatest interest to surgeons will be con- 
sidered in this paper. 


HORMONES 


The general application of hormones in the man- 
agement of inoperable, recurrent, or metastatic female 
breast cancer and in prostatic carcinoma is well known. 
However, the specific uses of these substances are less 
known to the average surgeon. 

Androgens.— 

Androgenic hormones have achieved their greatest 
usefulness in cases of breast cancer in which multiple 
bone metastases have appeared in women who are less 
than 5 years postmenopausal. Irradiation of these 
metastases is the first choice of therapy, but if irradia- 
tion is unsatisfactory or metastases are too numerous, 
testosterone propionate produces subjective relief in the 
great majority and objective regressions in many. It is 
given in 50- to 100-mg. doses intramuscularly three 
times weekly. Its beneficial effects may not be observ- 
able for 2 or 3 months, and it is important that suffi- 
cient time be given to evaluate results.? Bone lesions 
are much more amenable to such therapy than soft tis- 
sue metastases. 

Substitutive androgenic derivatives have been used 
in efforts to circumvent the frequent and often discon- 
certing virilizing effects of testosterone propionate. 
Androstanolone is a notable example, but its antitumor 
activity has not proved to be significantly less virilizing 
than that of testosterone propionate. Oral preparations 
such as methyltestosterone are potentially capable of 
severe hepatic damage, and methyltestosterone is be- 
lieved by some to be itself carcinogenic. 

Some beneficial results have been obtained by sub- 
stituting methylandrostenediol (Methostan, Stenediol) 
for testosterone. It is used as subcutaneous pellets of 
150 mg., implanted once a month, or more often as 
necessary, or orally, as tablets, in doses of 100 to 300 
mg. per day. Side-effects have been minimal, and bene- 
ficial palliation has been obtained.* 

It must be noted that, before the menopause, the 
procedure of choice is surgical or radiation castration. 
After this has ceased to produce disease remission, 
androgenic therapy should be started. The prudent 
physician never expends his total armamentarium at a 
given moment but strives to maintain something in re- 
serve for future crises. 

Estrogens.— 

For patients 5 years or more postmenopausal, 
castration is seldom indicated, and estrogens, rather 
than androgens, inexplicably produce the most satisfac- 
tory responses in breast cancer. In contrast with andro- 
genic activity on bony metastases, estrogens produce 
their greatest remissive effects on soft tissue lesions, 
and the subjective response of the patient more closely 
parallels objective evidence of improvement. Adminis- 
tration of estrogens is generally more convenient for 
the patient than that of androgens; both oral and 
parenterally injected estrogenic compounds are effective 
in their indicated dosages and are usually given con- 
tinuously so long as effective. 
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Huggins and his coworkers* have shown that in- 
operable prostatic carcinoma has been markedly re- 
tarded, and in many instances life has been extended 
by the use of castration and estrogens, singly or in 
combination. Which should be used first is an unsettled 
question, though immediate benefits are most often seen 
following castration. Oral estrogens may be given first, 
succeeded by castration, or the two methods may be 
used simultaneously. There can be no doubt of the 
temporary relief and amelioration of symptoms when 
these methods are used, but the sequence is an indi- 
vidual matter. In rare-instances, previously inoperable 
lesions may become operable and, in most instances, 
transurethral resections may be done while hormonal 
therapy is in effect. The level of the serum acid 
phosphatase is a rough indicator of the value of ther- 
apy, the level falling in remissions and increasing with 
exacerbations. 

In an endeavor to clarify the somewhat murky 
problem of which substances and what dosages to use 
at various ages, Table I was compiled. The possible 
toxic effects of androgens and estrogens must be con- 
stantly borne in mind since all are potentially dangerovs. 


ADRENALECTOMY 


The newer endocrinologic procedures used to sup- 
plement the above treatment of breast cancer are total 
adrenalectomy and even hypophysectomy. Their use is 
based upon the theory that those glands may be sites of 
extragonadal tissue capable of excreting clinically sig- 
nificant amounts of estrogenically active compounds. 
Results to date, while occasionally temporarily dramatic, 
have not been consistent, and more time should be al- 
lowed for evidence to accumulate to prove or disprove 
their general value. It may be reported, however, that 
in about half of premenopausal patients oophorectomy 
results in objective remissions lasting up to 9 months. 
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When relapse occurs, the majority of these oophorecto- 
mized patients obtain a second remission, lasting a 
similar period, from adrenalectomy.® 

In postmenopausal women with metastatic breast 
cancer, combined oophorectomy and adrenalectomy 
may be performed. Only about 50 per cent will obtain 
a favorable response, and there is no way of predicting 
the results.® 

CORTICOSTEROIDS AND NITROGEN MUSTARD 


The corticosteroid compounds, ACTH and corti- 
sone, have been tried with varying and usually rather 
moderate benefits in different neoplastic lesions. Like- 
wise, nitrogen mustard has been used in a variety of 
lymphomas. McCarthy’ has recently described treat- 
ment of a series of hopeless cases in which a combina- 
tion of corticosteroids and nitrogen mustard was used 
in a Veterans Administration hospital. 

All the patients had advanced cancer in which cure 
was impossible, remission improbable, and palliation 
unlikely. Such patients are faced with the prospect of 
prolonged demoralizing pain unequaled in any other 
disease. The rationale of the combination of nitrogen 
mustard with ACTH or cortisone was their antimitotic 
and lympholytic effects. Also corticosteroids render 
certain neoplasms more radiosensitive, and nitrogen 
mustard exhibits a radiomimetic effect comparable to 
total ‘body irradiation. These factors, among others, 
prompted trial use of the combined compounds. 

There was no selection of cases except that all 
were therapeutic failures with a hopeless prognosis and 
brief life expectancy. Many varieties of growth were 
included. All patients were hospitalized on an average 
of 5 or 6 days per course, and the courses of treatment 
were administered approximately a month apart so long 
as benefit occurred. ACTH or cortisone was begun im- 
mediately and continued on a 24-hour basis during the 


TABLE I—PRINCIPLES OF ENDOCRINE THERAPY IN WOMEN WITH 
RECURRENT OR INOPERABLE BREAST CARCINOMA 


Type of Patient Androgens 


Most Effective Hormonal Agent 


Estrogens 


Contraindicated except occasionally 
used in combination with androgens 


Premenopausal A. Testosterone propionate 
(Menstrual 50-100 mg. intramuscularly 3 times 
history more weekly 
significant than - B. Androstanolone (Androstane) 


chronologic age) 


weekly 
C. Methylandrostenediol 


50-100 mg. intramuscularly 3 times 


100-300 mg. orally daily or pellet 
implants as required (usually 150 mg. 


per month) 


As above 


Less than 
5 years 
postmenopausal 

temporary remission) 


Not as effective as 
estrogens 


Postmenopausal 
(More than 5 years 
since last menses) 


Breast Cancer in Contraindicated 


Males 


(in exacerbations withdrawal 
of substance may induce 


A. Oral daily dose 
1. Diethylstilbestrol 15 mg. 
2. Ethinyl Estradiol 3 mg. 
3. Conjugated equine estrogens 
30 mg. 
4. Dienestrol 15 mg. 
B. Injectable preparations 
1. Estradiol benzoate 5 mg. 3 times 
weekly 
2. Estradiol dipropionate 5 mg. 
2 times weekly 


Orchiectomy with limited benefits from 
estrogens 
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hospital stay. Nitrogen mustard (Mustargen) was ad- 
ministered intravenously once daily for 5 days through 
a needle in the tubing of a rapidly running infusion of 
5 per cent glucose in water. If cortisone was used, the 
patient continued taking it orally after leaving the 
hospital. 

Results of these therapeutic trials were noteworthy. 
Unusual remissions for intervals as long as 3 years 
were obtained in 16 per cent of cases. In an additional 
15 per cent, palliation was obtained with prolongation 
of life. Of the remainder, 29 per cent were classed as 
fair and 40 per cent as poor in palliative response and 
little or no benefit was obtained. Complications and 
side-effects were few and temporary. 

It is my opinion that the regimen deserves more 
study. While the physician is not entitled to experi- 
ment with new or untried approaches in the manage- 
ment of hopeless cases of cancer, the above treatment 
would seem to be a reasonable approach to provide 
palliation in selected cases. 


SUMMARY AND CONCLUSIONS 
After a half-century of intensive cancer research, 
there is still no evidence of a universal cancer cure. 
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The physician must learn to utilize the accepted agents 
now available. No case of cancer is ever so hopeless 
that nothing can be done. An attitude of optimism and 
consideration combined with good care will do much to 
aid the patient and keep him from the hands of the 
ever-growing ranks of cancer quacks. It is worthy of 
note that the charlatan’s greatest stock in trade is opti- 
mism. This might well be considered his only depend- 
able contribution to the management of advanced can- 
cer, and physicians might do well to utilize it. 

Some of the principal chemotherapeutic agents of 
value to the surgeon have been briefly described. No 
attempt has been made to consider all available chemo- 
therapeutic treatments, but it is hoped that more physi- 
cians will be stimulated to review the usages, toxic 
effects, and indications and contraindications for a 
group of compounds which are of value in palliation, 
but not cure, of cancer. It must be remembered that 
there is no case which cannot be helped to some degree, 
and physicians must abandon the attitude of futility 
which so many of them exhibit in the presence of 
cancer. 
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Malignancies of Childhood 


OTTERBEIN DRESSLER, D.O., M.Se.(Ost.), D.Se.(Hon.) 


INTRODUCTION 


In 1952 at the Child’s Health Conference and 
Clinic in Kansas City, I presented a paper on the malig- 
nancies of childhood. This paper was well received, but 
the choice of subject was seriously questioned in the 
light of our usual thoughts concerning malignant dis- 
ease. Since that time much of the same material has 
been presented on other occasions with much the same 
reaction. In general, physicians and surgeons have not 
been conditioned to think of malignancy as a first con- 
sideration in dealing with the ills of children, nor have 
they been conditioned to think of childhood as an im- 
portant segment of the cancer problem, but it is my 
conviction that this is one of the most pressing prob- 
lems before us. 

No one has ever found it necessary to apologize 
for presenting material on malignancy to a College of 
Surgeons since cancer is a perennial problem, but since 
the concept of malignancy in childhood is so much in 
conflict with our usual thinking, my position must be 
justified. It might be proper to quote lengthy statistical 
tables ; however, with the essence of brevity, here are 
some very disconcerting facts: In the state of Michigan 
in 1950 there were reported 1,275 deaths among chil- 
dren ages 1 to 15 years. Of these deaths 426 or 33 per 
cent were recorded as accidental. This seems to be a 
blot on our civilization but does offer some hope for the 


Detroit 


future for this waste of life is preventable. The second 
most important cause of death was listed as cancer 
with 131 deaths or 10 per cent of the total.2 This was 
three times as many deaths as from tuberculosis, and 
twice as many deaths as from poliomyelitis. I interpret 
the use of the term “cancer” in these statistics to mean 
“malignant disease.” I rest my case on these data and 
hope you will agree that malignancies of childhood con- 
stitute a problem worthy of consideration. 

Words, technical terms in particular, cause certain 
mental images to arise in our thinking, depending upon 
our training and experience. To most of us I am sure 
the terms “cancer” or “malignancy” bring to mind an 
image of an emaciated, elderly individual with cancer 
of the uterus, the cervix, the stomach, the bowel, the 
breast, the mouth, or some other such loathsome lesion. 
This is the reaction we should anticipate in keeping 
with our clinical experience. However, today we are 
asked to change these images and remember that ma- 
lignancy, while it may be most frequent in middle life 
or later, is not confined to older people but may occur in 
the young, even the very young. 

Many of the malignancies that occur character- 
istically in older people sometimes occur in the very 
young, and then there is a group of malignancies that 
occur characteristically in the young rather than the 
old. Both these groups are important, and each requires 


= 
AG 
| 


428 


the same intense study if we are ever to solve the can- 
cer problem. 
NEUROBLASTOMA 

lf materials from the laboratory of the Detroit 
Osteopathic Hospital for 1 month, several years ago, 
were examined, they would reveal malignancy in a 
male 102 years old and in a female 5 minutes old. The 
latter was an instance of malignancy characteristic of a 
very young human, and the case, first reported to the 
Child’s Health Conference in 1952, is worthy of con- 
sideration here. 

A white American female, 23 years old, para I, 
gravida II, was admitted to the Detroit Osteopathic 
Hospital in labor on December 4, 1951. The mem- 
branes had ruptured 2 hours previously. Her expected 
date of delivery had been November 17, 1951, or 2 
weeks prior to admission. Her first child was living 
and well, and the labor had not been noteworthy. In 
this labor, however, there was a face presentation, and 
the cord was looped under the axilla. More noteworthy 
was the fact that the arms were behind the child’s back, 
and it became evident that the arms were in this loca- 
tion because of an inordinately large abdomen. The 
child was delivered with some difficulty and died of 
respiratory failure after 5 minutes. 

At autopsy the body weight of the white female 
newborn was 3,400 grams. There were no gross patho- 
logic features except the great distention of the ab- 
domen. On opening the body cavities, the pressure 
from the abdomen was found to have interfered me- 
chanically with the lungs and heart. The great ab- 
dominal enlargement was caused by the liver which 
weighed 610 grams, only slightly less than one fifth of 
the child’s weight. The mass was chiefly pale tumor 
tissue with little that could be distinguished as liver 
tissue. The right adrenal gland, which was felt to be 
the primary source of the tumor, presented a large pale 
mass directly invading the liver. In conformity with 
the observations of Bland-Sutton,® the other adrenal 
gland was similarly involved though to a much lesser 
extent. No other lesions, either visceral or skeletal, 
were found. Histologically this tumor proved to be a 
neuroblastoma primary to the right adrenal gland and 
secondary to the liver, the Pepper type of the disease. 


Neuroblastoma is confined, or nearly confined, to 
childhood. The first variety to be described, that re- 
ported by Pepper* in 1901, is the variety we have just 
reported. It oce'rs in very young children and most 
frequently has its origin in the right adrenal gland, 
though it may originate in the left adrenal or higher in 
the sympathetic system. The primary lesion in the 
adrenal need not be large. If the liver is invaded, as it 
usually is, it becomes very large. On examination the 
liver is so completely replaced by tumor that it does not 
give the appearance of a metastatic tumor and may be 
mistaken for a large liver from some other cause. On 
section the liver may be mistaken for some other organ 
or the small size of the cells may lead to a mistaken 
diagnosis of lymphosarcoma or round cell sarcoma. 
When the left adrenal is the primary site of the tumor, 
direct invasion of the venous system may lead to rapid 
and widespread metastasis. The Pepper type runs a 
rapid course to a fatal termination in a matter of a few 
weeks. 

In 1907 Robert Hutchinson® described a type of 
this disease in which the course is slower and the pri- 
mary lesions may not come to attention until the sec- 
ondaries are well developed. The first clinical mani- 
festations are apt to be about the cranium, particularly 


MALIGNANCIES OF CHILDHOOD—DRESSLER 


Journal A.O.A. 
March, 1956 


the orbits. Protrusion of one or both eyes with hemor- 
rhage in the form of ecchymosis may be the first 
physical sign. Such changes are apt to be passed off as 
a result of trauma or avitaminosis. Only after a well- 
developed orbital tumor appears is the physician apt to 
become aware of the seriousness of the circumstance 
which is present. Search will probably reveal an ab- 
dominal mass. In this Hutchinson type, skeletal metas- 
tasis and visceral extension are to be expected. 
RETINOBLASTOMA 

Having discussed neuroblastoma, it will probably 
prove helpful, even necessary, to discuss retinoblastoma, 
since there is a possibility of an intimate association be- 
tween these tumors. Currently the term “retinoblas- 
toma” is in use, but the term “glioma of the retina” has 
had wider use, and the term “‘neurocytoma retinae” and 
“neuroepithelioma” are also used. The prevailing opin- 
ion is still that this tumor is distinct from the neuro- 
blastomas already discussed but quite similar. 


Retinoblastoma is another of the tumors occurring 
characteristically in children; up to 94 per cent have 
been described as occurring under 4 years of age. Fol- 
lowing the rule of Bland-Sutton, both eyes are apt to 
be involved, first one and then the other. This tumor 
is recognized to be highly hereditary, and it is believed 
by some to be congenital. It is my recollection that in 
the one lengthy conversation I had with the late Joseph 
MacFarland, he used retinoblastoma to impress on me 
the hereditary nature of tumors. A classical example 
has been reported of a family of sixteen children of 
whom ten died of retinoblastoma; in seven the tumor 
was bilateral. In another family retinoblastoma oc- 
curred in eight children. MacFarland pointed out the 
occurrence of the tumor in homologous twins. In 
identical twins their eyes have become involved at the 
same time of life, with the tumors located in the same 
quadrant of corresponding eyes or in mirror image.® 

Retinoblastoma probably begins in one eye as a 
small mass involving the ciliary portion or posterior 
portion of the retina. In the young child this probably 
will not be evident since he can not describe changes im 
vision, and detection will have to wait until the tumor 
becomes large enough to attract the attention of the 
parents. As time goes on the tumor may invade the 
optic nerve and then progress to the base of the brain ; 
it may invade the orbit and replace the bulb with a 
fungating necrotic tumor mass. The lives of patients 
have been reported to have been salvaged by bilateral 
enucleation of the eves early in the course of the dis- 
ease, but in the only case of early enucleation of both 
eyes that I have studied, the patient died in very early 
life. 

Histologic descriptions of retinoblastoma date back 
100 years to Robin in 1854.7 Virchow named the tumor 
glioma of the retina in 1864.° It is not profitable here 
to discuss the various theories concerning the cytologic 
nature of this tumor; it is sufficient to say that the 
tumor is probably not glial but has its origin from em- 
bryonic retinal anlage that fails to differentiate ; this is 
the basis for the presently used term “retinoblastoma.” 


WILM’S TUMOR 


Probably the most widely known tumor occurring 
characteristically in children is Wilm’s tumor. The 
greatest number of these tumors appear between the 
third and fifth year of life. It is true that tumors ot 
this type have been reported in adults, but they are rare 
after the age of 5 years. There is some objection to 

the use of eponyms, but in this case I am quite sure 
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each of us will know the tumor by the name of the 
man who first described it, and there is much difference 
of opinion as to what technical name should be applied. 
At the present time we think of this tumor as an 
embryoma, a term which comprises a considerable 
group of tumors. More specifically it is an adenosar- 
coma or mixed tumor of glandular and sarcomatous 
elements. Until quite recently the term “sarcoma” has 
been applied and not without justification. One of the 
most quoted descriptions is that of Bland-Sutton* 
which occurs under the heading, “renal sarcomas of 
infants.” 

Clinically there is little to be said about Wilm’s 
tumor. The manifestations are essentially those of 
tumor, that is, a swelling. So little symptomatology is 
produced that Bland-Sutton* has said: 

A child with a very large renal sarcoma has been abso- 
lutely free from pain, and amusing himself with his playmates 
in the garden three days before he died. Indeed many mothers, 
\-hen the gravity of a renal tumour of this kind is explained to 
them, will express their astonishment that a child, apparently in 
excellent health and spirits, could be in such serious straits as 
the surgeon would have them believe. 

Incidentally, it is in this same connection that 
Bland-Sutton made his observation that tumors of chil- 
dren in paired organs are apt to involve both organs: 

It is a singular and well-established fact that when certain 

of the paired viscera, such as the kidneys, ovaries, eyeballs, and 
erura cerebri, are in early life attacked by sarcomas, in a very 
large proportion of the cases, perhaps half the number, the 
disease is bilateral. 
Thus we might say clinically that a child who exhibits 
manifestations of a tumor in the region of a kidney is 
very likely to be harboring Wilm’s tumor and that his 
condition is likely to be very much more precarious than 
his apparent condition would seem to indicate. The tu- 
mor is apt to be malignant and even if he survives imme- 
diate operation there is better than a 50-50 chance that 
the other kidney is or will become involved. 

Discussion of the origin of Wilm’s tumor—whether 
it originates in this or that pole of the kidney or in the 
renal pelvis—is somewhat academic. The complex em- 
bryology of the kidney lends itself readily to the de- 
velopment of an embryoma; even the usually accepted 
epithelial structures of the kidney are mesenchymal in 
origin. In size the tumors vary from quite small 
masses, if found early, to one reported as weighing 31 
pounds in a child whose weight was probably not more 
than twice that much. When removed Wilm’s tumors 
have a characteristic appearance ; the cut surface is uni- 
form and waxy, soft to firm in consistency, and grey 
to yellowish in color—somewhat “fish flesh” in ap- 
pearance. In contrast Grawitz’s tumor of the kidney is 
characterized by a variegated cut surface. 

Microscopically, Wilm’s tumor is extremely pleo- 
morphic, that is, there are many different kinds, sizes, 
and shapes of cells in the same tumor, and different 
tumors are so variable that no set type can be de- 
scribed. All this is in keeping with the nature of the 
embryomas ; it also explains the confusion in classifica- 
tion of renal tumors. The most characteristic cell types 
described are carcinomatous elements usually repre- 
sented by tubule-like structures and undifferentiated 
sarcomators elements. Striated muscle, smooth muscle, 
cartilage, fat, and even bone have been found in these 
tumors. Irrespective of cell types the prognosis must 
be guarded, for the duration of life is usually short 
despite the lack of symptoms. 

SARCOMA OF THE PROSTATE GLAND 

It might be well to mention sarcoma of the prostate 

gland. In textbooks this tumor is usually dismissed 
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with the statement that it is a very rare tumor occurring 
in childhood. In any sizable collection of cases, more 
than half will be found to have occurred before the 
tenth year of life. The onset is insidious and painless, 
and manifestations are few until interference with 
urinary output and urinary sepsis are noted. There is 
some teeling that sarcoma of the prostate, even in very 
young children (and the tumor has been found as early 
as the fifth month) might represent very anaplastic 
undifferentiated carcinomata. Again, the duration of 
the disease will be short. 
EWING’S TUMOR 

Thus far I have discussed tumors occurring more 
or less exclusively in the young. Now let us consider 
tumors that occur at various ages but constitute prob- 
lems of the young. 

Ewing’s tumor, Ewing’s sarcoma, or endothelial 
myeloma of bone is a tumor having a rather wide age 
incidence. Some of us think of it as a tumor of the 
young, but every now and then the finding of such a 
tumor in an elderly patient destroys confidence in age 
incidence. However, it has been reliably reported® on 
statistical study that as many as 95 per cent of Ewing’s 
tumors occur in young people, and probably half the 
cases occur in people coming under the intent of this 
discussion. It would be interesting to explore the his- 
tory of this tumor and the technical data concerning it, 
but for the purposes at the moment perhaps the most 
profitable considerations are clinical. 

Clinically it is of importance to note that Ewing’s 
tumor is rare in races other than Caucasian. The rela- 
tion of trauma is of great concern, not because of the 
necessity of knowing whether or not the trauma is 
etiologic, but because the frequent association of trauma 
with the tumor may influence judgment. This is par- 
ticularly true since the outstanding symptom is pain, 
and pain involving bone and associated with trauma in 
a young individual may be very misleading. To add to 
the confused clinical picture, the pain may be nocturnal. 
Sometimes fever may be added to these symptoms, 
though it is true fever may be a late manifestation. The. 
other important manifestation is swelling, and there 
may be leukocytosis. These changes may lead to a 
mistaken diagnosis of suppurative disease of bone, 
which may sometimes even be supported by the report 
of the pathologist. Thus the physician and the patient’s 
family may be completely thrown off guard as to the 
gravity of the lesion. 

Many features of [-wing’s tumor are said to be 
characteristic on roentgen examination, but no one ex- 
pects to find the typical cases and it is eminently unfair 
to be critical of the radiologist in his appraisals of this 
tumor. Roentgen findings of 1 week may be vastly 
different from those of the next week. It is not wise 
to condone errors in diagnosis and errors in judgment, 
but the undeniable facts are that the diagnosis of 
Ewing’s tumor is difficult from every standpoint. 

Ewing’s tumors occur most frequently in the shaft 
of a long bone, but there are notable exceptions, in- 
cloding the flat bones. the mid-shaft the tumor 
is apt to spread towards the epiphysis. It is usually 
subperiosteal, and involvement of the medullary cavity, 
if it occurs, is coincidental. The elevation of the peri- 
osteum has much to do with the configuration of the 
tumor and its roentgen appearance in particular. The 
tumor may invade the soft parts. 

Microscopically the cells are usually small and 
polyhedral with oval or rounded nuclei. At biopsy these 
cells have been mistaken for purulent debris, thus aid- 
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ing and abetting a diagnosis of suppurative disease of 
bone, particularly that form referred to clinically as 
chronic osteomyelitis. Well-preserved areas of good 
viability are highly cellular with little pleomorphism. 
The source and the nature of the cells is indicated by 
the multiplicity of names applied to the tumor. There 
is considerable feeling that the tumor is a sarcoma. 

The clinical nature of Ewing’s tumor does not 
require much elaboration. Under any circumstances it 
is a deadly disease which metastasizes to other portions 
of the skeleton, particularly the cranium, and to vis- 
cera, particularly the lungs. Lymph node metastases 
are frequent. The responsibility falling upon the physi- 
cian to minister to these patients is very great, and it 
will tax his ingenuity to make them as comfortable as 
possible until the end that is as inevitable as anything 
man can predict. 


OSTEOGENIC SARCOMA 

Osteogenic sarcoma strikes more terror into the 
heart than any other tumor. It is the most frequent 
and most deadly of the malignant tumors of bone, and 
while it may be seen at any age, it is most frequent in 
the second decade of life—the decade of highest hopes 
and aspirations of parents and children alike. There 
are just enough cases occurring in older people to keep 
us alert to such a possibility. It is estimated that ene 
third of all the human sarcomata are osteogenic. The 
younger the patient, generally speaking, the more ma- 
lignant the tumor. This is a matter of particular con- 
cern in this discussion. 

It is not possible to discuss all the varieties of 
osteogenic sarcoma here, but there are sufficient clinical 
features common to all of them for our purposes at the 
moment. The bones most frequently involved are the 
long bones: the femur, the tibia, the fibula, and the 
humerus. To these must be added the bones of the 
pelvis. It has been estimated that more than two thirds 
of cases are primary to the lower extremities, particu- 
larly in the young individuals with whom this paper is 
concerned. However, the upper extremities, particular- 
ly the humerus, must not be neglected. 

The most important presenting symptom is pain; 
indeed, throughout the course of the disease pain is the 
most troublesome feature. Pain is apt to precede gross 
clinical evidence of tumor. To this might be added a 
history of trauma. Of particular interest is the fact 
that the trauma will usually be described as trivial, and 
such a history is said not to be as constant as in 
Ewing’s tumor. Again, it is somewhat academic to 
discuss whether trauma is etiologic or coincidental. It 
might be reasoned that the cause of pain is elevation of 
the periosteum. Even a minor injury may cause addi- 
tional hemorrhage under the periosteum and aggravate 
pain and provide the field for more rapid growth of the 
tumor. Thus it can be said that even if trauma is not 
an etiologic factor it does become a factor in rapidity 
of growth. This can become a very tedious medicolegal 
problem. 

The next important clinical manifestation is swell- 
ing or what we commonly know as tumor. Swelling 
about the end of a long bone in a young individual 
with pain is presumptive evidence of osteogenic sar- 
coma. In this connection it must be cautioned that 


sarcomata may begin in the shaft of a long bone, and 
the flat bones can not be neglected. The most charac- 
teristic finding is swelling in the region of the knee 
with the formation of the “mutton leg deformity.” 

The nature of the primary tumor is one of the 
matters which needs most to be called to our attention. 
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Primary tumors are usually well circumscribed within 
the periosteum. It is the stretching of the periosteum 
that causes the pain discussed above. In the absence 
of trauma, this encapsulation continues for quite a pe- 
riod. As long as it exists, it constitutes a tremendous 
measure of protection to the general body economy be- 
cause spreading by metastasis is held at a minimum. 
However, if the periosteum is broken, rapid and wide- 
spread extension can be anticipated. The point is that 
where osteogenic sarcoma is suspected extreme care 
should be exercised to avoid even trivial injury, and 
what I have in mind particularly is rough handling 
during examination. Rough handling during amputa- 
tion which forces malignant cells into the blood or 
lymph stream may mean the difference between life 
and death for the patient. Even direct biopsy is to be 
avoided, and more dependence might well be placed 
upon roentgen findings. — 


MALIGNANT LYMPHOBLASTOMAS 

The Leukemias.— 

The leukemias have received more attention in the 
public press than all the malignant tumors of children 
put together. So frequent are these articles and news 
notes that one might well wonder how soon the news- 
papers will cease to refer to leukemia as a rare disease. 

Acceptance of the neoplastic concept of leukemia 
is imperative to understand the disease. Leukemia is a 
malignant tumor of leukoblastic tissues of the body and 
has its counterparts in similar processes involving the 
erythrocytes and the platelets. The chronic leukemias 
are less malignant and less anaplastic than the acute 
leukemias, thus paralleling the usual conception of ma- 
lignant tumors. The common belief that leukemia is 
characterized by permanent leukocytosis is, of course, 
false. The changes in the peripheral blood are purely 
coincidental reflections of the state of the leukoblastic 
structures. The very acute, very malignant, very ana- 
plastic leukemias are most apt to show inordinately low 
leukocytic counts in peripheral blood. An example of 
acute leukemia studied in our laboratory recently pre- 
sented a peripheral white count of between 100 and 
200. The clinical course was judged to have been about 
2 weeks. Fortunately nature has placed the most im- 
portant of the leukoblastic tissues directly under the 
skin in a most accessible region, the sternum, so that 
biopsy is relatively easy. 

Probably the most discouraging matter for our 
consideration at the moment is that the acute leukemias 
are most frequent in children. That point will be of 
greatest concern in this discussion. 

The onset of leukemia is insidious, and any state- 
ment concerning it must be wrapped in generalities. 
Irrespective of type or variety the manifestations even 
at their earliest are coincidental or rather the result of 
coincidental factors. These symptoms have been stated 
to be weakness, fatigue, dyspnea, pallor, and palpita- 
tion. To these may be added bouts of fever and sweat- 
ing. For the most part these symptoms can be explained 
on the basis of secondary rather than upon the primary 
pathologic changes. Only later may the distinctive 
physical findings such as enlargement of the spleen 
and/or lymphadenopathy appear. 

There is a mistaken concept that leukemia can be 
readily diagnosed by biopsy of available lymph nodes. 
Of much greater importance are studies of the periphera! 
blood and bone marrow. In the study of the peripheral 
blood more attention should be given to the types and 
varieties of cells in the smear spread than upon the 
total number of cells present, though both are impor- 
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tant. Blood counts sometimes rise to great heights 
without leukemia and the immaturity of the cells in the 
smear is the deciding factor. Also as was intimated 
above, white counts on peripheral blood may drop un- 
believably low in leukemia. Where white counts are 
very high the blood sedimentation test will offer a very 
simple and convenient way to follow the course. The 
ideal is to use every facility available—total counts, 
peripheral smears, and bone marrow studies for diag- 
nosis. 

Hodgkin's Disease.— 

In January, 1832, Hodgkin’® described circum- 
stances associated with lymphadenopathy and enlarge- 
ment of the spleen. He was virtually describing what 
ve now might refer to as the lymphoblastomas, from 
vhich various disease entities have been split off as 
-ertain characteristics have been isolated until now 
vhat is left is the condition you and I know as Hodg- 
in’s disease, although it is extremely difficult to state 
‘ust what constitutes Hodgkin’s disease. Among the 
-onditions isolated have been tuberculous lymphadeni- 
‘is, lymphosarcoma, and perhaps even leukemia. 

Hodgkin’s disease, as commonly known today, oc- 
curs most frequently between the ages of 20 and 40, 
hut most descriptions mention occurrences in children. 
he onset is insidious with the common symptoms and 
physical signs of lassitude, lymphatic enlargements, and 
sometimes fever and enlargement of the spleen. The 
most frequent presenting feature is lymph node enlarge- 
ment, which with enlargement of the spleen in the ab- 
sence of changes in the peripheral blood constitute 
strong evidence of Hodgkin’s disease. 

So varied are the manifestations of Hodgkin’s 
disease that most are agreed that a diagnosis on clinical 
grounds alone is hardly more than .a fortunate guess. 
biopsy of a representative node may be very helpful 
and is probably the only way of more or less satisfac- 
torily establishing a diagnosis. The most characteristic 
thing about Hodgkin’s lesions under the microscope is 
that there is nothing characteristic. There are few le- 
sions quite so pleomorphic. There are some features, 
such as reticulum hyperplasia, eosinophilic infiltration, 
certain forms of giant cells, and lack of caseation, that 
are quite helpful diagnostically, but it must be recog- 
nized that even after biopsy the diagnosis is not certain. 

The consideration of Hodgkin’s disease in this 
paper would indicate that I favor the neoplastic concept 
of the disease. Although the possibility of infectious 
origin cannot be eliminated, for practical purposes and 
in the present state of our knowledge, it is better to 
consider it as one of the malignant lymphoblastomas. 
In spite of its vagaries, Hodgkin’s disease progresses 
relentlessly to a fatal termination. 

Lymphosarcoma.—Lymphosarcoma is another of 
the malignant lymphoblastomas that may occur in child- 
hood, and like others the onset is insidious with lymph 
node enlargement ; the lack of peripheral blood changes 
is the sign of danger. Much has been made of the 
origin of lymphosarcoma in tonsils, so much so that 
in some quarters there is a strong feeling that all tonsils 
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removed should be subjected to thorough microscopic 
examination by the pathologist. With the already high 
cost of medical care, such a herculean task is unlikely 
to prove to be sound economically. Unlike the lesions 
of Hodgkin’s disease, sections of lymphosarcoma are 
usually quite characteristic with monotonously uniform 
cells, both in size and shape. 

Perhaps the most useful thing I can do at this 
point is to call attention to a more or less recent concept 
in relation to the malignant lymphoblastomas, that is, 
Hodgkin’s disease, leukemia, and lymphosarcoma. This 
concept is not original with me, but certainly should be 
most welcome. It would seem very likely that all these 
lesions may be one and the same condition, and their 
differentiation may be purely academic. It has long 
been the custom of many pathologists to refer to cer- 
tain cases of Hodgkin’s disease as the lymphosarcoma- 
tous variety. It is likely that these conditions may be 
interchangeable, one time presenting the so-called char- 
acteristics of one and at another time, those of another. 

MALIGNANT MELANOMA 


In March, 1950, a report’ of a case with which I 
had something to do was published and I believe it 
would be well to refer to it here. This was a case of 
malignant melanoma in an infant. The mother at age 
18 presented a pigmented lesion on the skin surface of 
the right calf. This lesion had been present at birth 
but had become larger and more deeply pigmented with 
the passage of time. A biopsy was performed, and it 
was my opinion that the condition was malignant 
melanoma. The patient subsequently married and be- 
came pregnant. The child was delivered prematurely 
and the mother died 4 days postpartum. At autopsy 
it was possible to establish the diagnosis of malignant 
melanomatosis. The child presented evidences of ma- 
lignant melanoma in the mastoid region at the age of 
7'4 months and died of malignant melanomatosis at 
10% months. The diagnosis was confirmed by autopsy. 
This has been cited as an instance of a malignant tumor 
passing the placental barrier to be congenital in the 
offspring. 

CONCLUSION 

To complete this presentation I should cite the 
numerous malignancies such as cancer of the digestive 
tube, the granulosa cell tumors of the ovaries, et cetera, 
which are common to older people and which some- 
times occur in the young. Instead I will summarize as 
follows: I have attempted to call to your attention the 
fact that malignancy is an important disease of chil- 
dren. Malignancy is probably more frequent than we 
think and probably more frequent than is correctly 
diagnosed. Certain malignancies are peculiar to the 
very young, some occur in the young as well as the 
old, and some of the malignant tumors of adult life and 
old age appear in the very young. I have not attempted 
even to mention all the tumors in these categories nor 
have I attempted to discuss any one completely. If I 
have caused vou to think about the problem, I have 
accomplished my objective for this occasion. 


126 W. Grixdale 
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Howard B. Norcross, D.O., F.A.C.O.S., Los Angeles: 
It has been suggested that malignant disease be a first con- 
sideration of the physician in dealing with the ills of children. 
I would prefer to state that it should always be a consider- 
ation at every examination of every patient regardless of age, 
and even ifasymptomatic. Malignant disease may be present 
in children and adults who in general have no complaints and 
appear to be in good health. 

The infant and the very young lack the ability to make 
known their pains and symptoms in the usual understandable 
manner. It is the responsiblity of the physician to detect and 
interpret signs and indications of disease in such cases. Thor- 
ough and meticulous examination of the newborn and routine 
examinations of apparently healthy children may afford the 
only hope of salvation these individuals have from the devas- 
tation of malignant disease. 

Thyroid carcinoma occurring in 285 children in the United 
States from 1948 to August, 1955, has been reviewed by Case 
and Winship.’ In five of these a thyroid tumor was known 
to have been present at the time of birth, and in one case 
histologic diagnosis of thyroid carcinoma was made at the 
age of 4 weeks. Although thyroid carcinoma is usually found 
in individuals between the fifth and seventh decades of life, 
Schafer® states that thyroid carcinoma is one of the most com- 
mon carcinomas in children. 

Malignant disease in children must be differentiated from 
benign tumors. Biopsies, when practical, are generally a re- 
liable and acceptable method of establishing the diagnosis. 
However, in such pathologies as adrenal sarcoma, neuroblas- 
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toma, and Ewing’s sarcoma, biopsy may cause rapid dissemina- 
tion of malignant cells and metastasis through direct invasion 
or by way of the lymphatic or vascular system. 

Embryomas of the kidney (Wilm’s tumor) need to be 
differentiated from other solid tumors which may occur in 
this region. Neuroblastoma is likely to cause confusion be- 
cause of the similarity of symptoms and the region in which 
both are found. Both conditions may be well advanced with 
large abdominal tumors in asymptomatic and apparently well 
children. Caution should be used during examination to pre- 
vent repeated and rough handling and squeezing. The limiting 
capsule or membrane may be torn, resulting in rapid metas- 
tasis by direct seeding or through the lymphovascular system. 

Biopsy is dangerous when either of these diseases is sus- 
pected. Biopsy and needle aspiration may seed the peritoneum 
with malignant cells or result in distant metastasis by the 
lymphatic or vascular systems, thus rendering the case hopeless 
of cure. When a reasonably tentative diagnosis of either of 
these diseases has been reached, abdominal exploration should 
be made. 

A transabdominal incision is the preferred approach for 
exploration, diagnosis, and treatment in suspected or proved 
cases of embryoma and neuroblastoma. This type of incision 
will allow direct visualization of the surgical field and enable 
the surgeon to make adequate evaluation of the extent of the 
pathology and the metastatic involvement. 
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Experiences in the Management of Mammary Gland Diseases 
W. T. BARROWS, D.O. 


Oakland, Calif. 


DIAGNOSIS 

The proper management of diseases of the mam- 
mary gland presents the surgeon with many real prob- 
lems. Increasing public interest and awareness of the 
possible dangers of delay in making proper diagnosis 
and instituting proper care of breast lesions have added 
to our responsibilities as surgeons. The patient and the 
family physician expect us to have the proper answers, 
vet we know that considerable judgment is required in 
order to avoid the extremes in care represented by 
operating on everyone or, on the other hand, minimiz- 
ing a potentially dangerous lesion. The purpose of this 
paper, then, is to present my own experiences in the 
management of mammary gland diseases and reflect my 
present attitudes in the light of past experiences and 
current knowledge. 

When the patient presents herself for an opinion 
concerning a lump which she has found in her breast, 
or when a lump in the breast is discovered by the physi- 
cian at routine examination, the first question in the 
minds of both the patient and the physician is, “Is the 
lesion malignant?” The first visit is most important in 


that the physician must secure the patient’s confidence, 
allay her fears, and yet obtain her cooperation in pro- 
ceeding with the indicated diagnostic procedures. 

It is most unwise for the physician to tell the pa- 
tient flatly at the first visit that ‘she has cancer, even 
though he is quite sure that this is the case. Untold 
mental suffering affecting all members of the family 


and even leading to suicide has resulted from such 
brash statements, not to mention the possibility of legal 
proceedings against the doctor for wrongful diagnosis 
should the lesion later be proved benign. I am sure it 
has been the experience of every one of us that most 
of the breast lesions which the physician is called upon 
to examine are benign, and because of this it behooves 
us to exercise considerable skill, judgment, and kindli- 
ness in dealing with our patients and explaining our 
impressions and recommendations to them. 

The first examination usually produces enough 
information to allow planning of the proper conduct of 
the case. The following are of value: (1) a thorough 
examination in a good light; (2) examining the patient 
in the supine, sitting, and leaning positions ; (3) noting 
the presence or absence of heat, pain, redness, and 
fluctuation ; (4) examination of any discharge from the 
nipple or a lesion on the breast; (5) checking for skin 
retraction and/or adherence of the mass to the sur- 
rounding tissues; and (6) observing gross breast de- 
formity, et cetera. The diagnosis is frequently obvious 
after the first examination, but the cases in which the 
diaenosis is not so obvious are the ones that deserve 
the greatest attention. 

The most common presenting problem is so-called 
congestive mastitis. Most women present some con- 
gestive changes in the breasts, especially during the few 
days preceding menstruation. The lumpiness of the 
mammary tissue is usually bilateral, all quadrants may 
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be affected, and tenderness is almost always trouble- 
some. These breasts should be examined at various 
intervals during the menstrual cycle, and marked 
changes in size and consistency of the lumps will 
usually be noted. The treatment of congestive mastitis 
is conservative care and close observation. 

Chronic fibrocystic mastitis is the second most 
frequent type of breast lesion seen in my office. This 
condition is characterized by lesions which are present 
throughout the month, palpable, multiple, small or 
large beadlike masses which represent cysts embedded 
in the fibrous tissue changes which have occurred in the 
connective tissue stroma of the breast. Tenderness is 
not usually a chief complaint, but may be present inter- 
mittently. These fibrocystic changes may progress 
slowly over a number of years but are treacherous since 
malignant changes may occur concomitantly at any 
time. Patients presenting this type of lesion should be 
closely watched, and it is my policy to remove for tissue 
study any solitary lesion, any lesion showing increase 
in size, any lesion approaching 4 inch in diameter, or 
any lesion which worries either the patient or the 
physician. 

The adage that every lump in the breast which the 
patient or doctor feels, or thinks he can feel, should be 
biopsied is not far wrong. Of course, any case which 
presents any of the classical symptoms of malignancy 
should receive special attention. 

In my experience partial mastectomy is the treat- 
ment of choice for severe fibrocystic disease of the 
breast, and all suspicious and/or bothersome areas are 
removed. Patients are usually quite comfortable after 
partial mastectomy and only occasionally require fur- 
ther surgery. The former practice of performing com- 
plete simple mastectomy for fibrocystic disease of the 
breast is now in general discard, and partial mastectomy 
with observation is acceptable therapy. 

Papanicolaou staining and cytologic evaluation of 
any expressible discharge from the nipple or breast and 
soft tissue x-rays of the breast, as perfected by Dr. 
Paul Lloyd and others, are important adjuncts to diag- 
nosis, but in the final analysis there is no question that 
removal of any suspicious tissue followed by immediate 
examination by a competent pathologist is the most effec- 
tive means of differential diagnosis. The approach to the 
patient, then, is to encourage immediate differential 
diagnostic studies and biopsy, on the premise that the 
removal of a lesion, whether benign or malignant, will 
provide the patient with maximum protection and elimi- 
nate guesswork in diagnosis. 

TUMOR BOARD EVALUATION 


All frankly malignant cases and all questionable 
cases should receive the benefits of tumor board evalu- 
ation. A° well-run tumor board composed of one or 
more surgeons, internists, radiologists, pathologists, and 
specialty consultants should be available at all of our 
osteopathic centers and in as many local communities 
as available personnel will allow. These tumor boards 
serve the patient and the profession gratuitously and 
provide a wide scope of combined knowledge and expe- 
rience. The tumor board thus is in a far better position 
than is the individual physician to evaluate the problem 
patient impartially and to make recommendations based 
upon the combined knowledge and actual patient expe- 
rience of its members. 


SURGICAL APPROACH 


When surgical intervention is decided upon, the 
approach should provide adequate exposure of the part 
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to be removed with as little distortion and disfigurement 
of the breast as possible. In my experience a semi- 
circular incision located at the junction of the areola 
and the skin of the breast provides adequate exposure 
to most of the lesions in any quadrant. This incision 
is particularly good for lesions located in the duct sys- 
tem near the nipple and can be enlarged to allow ex- 
ploration of the deeper tissues. 

For cosmetic reasons incisions in the superior por- 
tions of the upper two quadrants should be avoided 
whenever possible. All lesions located near the periph- 
ery of the breast can be approached through a trans- 
verse incision over or near the mass. Minimal scarring 
and disfigurement usually result and, of course, due 
care is taken to avoid placing the incision where con- 
striction and pressure from brassiere and clothing may 
occur. 

Lesions located deep in the breast tissues are best 
approached through an incision made at the junction of 
the inferior border of the breast with the chest wall. 
This incision allows adequate retraction of the breast 
superiorly, and deep lesions in all quadrants can be 
removed. 

Simple mastectomy is accomplished through a 
transverse eliptical incision with undercutting of the 
skin flaps to allow complete removal of all breast tissue. 
An acceptable cosmetic result ensues, and in thin indi- 
viduals even radical mastectomy with complete removal 
of the pectoralis major and minor and adequate axillary 
dissection may also be accomplished through this inci- 
sion. 

Larger breasts or breasts of more obese individuals 
and those presenting grossly deforming lesions are 
probably best removed through a Rodman incision or 
a modification thereof. This approach allows easier 
access to the humeral heads of the pectoralis muscles 
and gives better exposure for axillary dissection. 

I like to use an electrosurgical unit (Bovie) in 
performing mastectomy. I feel that with its use blood 
loss and lymphatic spread are minimized and surgical 
time is greatly decreased. 

Postoperative serum accumulation is greatly re- 
duced by placing a fenestrated catheter in the lower 
portion of the wound and attaching the catheter to a 
Wangensteen suction apparatus. A compression ban- 
dage favors adherence of the skin flaps to the chest 
wall, and exercises to minimize scar tissue contraction 
are started as soon as the patient is awake enough to 
cooperate. 

The newer types of prostheses greatly facilitate 
the patient’s psychologic acceptance of mastectomy, 
and the patient should be encouraged to obtain one as 
soon as incisional tenderness will permit. Manufac- 
turers can now fabricate an artificial breast identical in 
size and weight to the remaining breast and containing 
a thick fluid which moves in conformity with the move- 
ment of the other breast. These devices are constructed 
to allow wearing of low-cut evening gowns and even 
bathing suits, providing the surgeon has been able to 
avoid a disfiguring incision. The boost in morale thus 
given to a breast amputee is well worth the moderate 
expense involved. 

CHOICE OF PROCEDURES FOR MALIGNANT LESIONS 

This discussion would not be complete without 
considering the choice of procedure in the treatment of 
proved malignant lesions, and it is in this field that 
opinions vary greatly. Much has been said and will be 
said by the proponents of the various treatment methods 
of today and by the proponents of methods still to be 
introduced. 
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The adherents of heavy preoperative irradiation 
followed by radical mastectomy and postoperative ir- 
radiation present some rather imposing statistics. Those 
who favor radical mastectomy without preoperative 
irradiation but with postoperative irradiation likewise 
have a good case. McWhirter’ started many thinking 
in terms of heavy preoperative irradiation followed by 
simple mastectomy. My usual procedure has been 


radical mastectomy followed by postoperative irradia-_ 


tion. The results have been comparable to published 
statistics, but I try more and more to evaluate each case 
individually. 


In searching for a method of treatment that will 
do the most good for the most people and in looking 
for acceptable criteria of operability, | was impressed 
with some work done by two of our own men, Dr. John 
L. Montgomery who is radiologist at the Portland Os- 
teopathic Hospital, Portland, Ore., and Dr. W. H. 
Thornton who was formerly pathologist at the Portland 
Osteopathic Hospital and is now head of the Depart- 
ment of Pathology, Civic Center Hospital, Oakland, 
Calif. These men made an extensive review of the 
literature, including work of McWhirter, Haagensen 
and Stout, Appleton, Hamilton and Tchaperoff, and 
Paul T. Lloyd. They condensed the opinions of these 
various authors under three headings: (1) clinical 
staging for prognosis, (2) pathologic grading in carci- 
noma of the breast, and (3) criteria of operability. A 
synopsis of these is reproduced below. 


CLINICAL STAGING FOR PROGNOSIS 

Stage 1. The growth is confined to the breast. In- 
volvement of the skin directly over and in continuity 
with the tumor does not affect staging provided that the 
area involved is small in relation to the size of the 
breast. 

Stage 2. The criteria are the same as for stage 1, 
except that there are palpable mobile lymph nodes in 
the axilla. 

Stage 3. The growth is extended beyond the corpus 
mammae, as shown by: 

a. Invasion or fixation of the skin over an area 
large in relation to the size of the breast 

b. Fixation of tumor to underlying muscle. Axil- 
lary glands may or may not be palpable, but if glands 
are present they must be mobile. 

Stage 4. The growth has spread beyond the breast 
area, as shown by: 

a. Fixation of axillary glands indicating exten- 
sion outside the capsule 

b. Complete fixation of the tumor to the chest 
wall 

c. Secondary deposits in the supraclavicular 
lymph glands 

d. Secondary deposits in the skin wide of the 
tumor 

e. Secondary deposits in the opposite breast 

f. Distant .metastases—bone, liver, brain, lung, 
et cetera, 

Glandular involvement was determined, where pos- 
sible, by microscopic examination. 

PATHOLOGIC GRADING IN CARCINOMA OF THE BREAST 

This method of grading places chief importance on 
tubule formation ; regularity in size, shape, and staining 
of nuclei ; and hyperchromatic nuclei and mitoses. 

I. Tubule formation. Well-marked tubule forma- 
tion is considered a favorable prognosis. This is the 
only histologic feature on which there is a consensus on 
its prognostic importance, 
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II. Regularity in size, shape, and staining of nu- 
clei. The greater the irregularity the worse the prog- 
nosis. This feature is considered one of the best indi- 
cations of the degree of anaplasia and, therefore, of the 
malignancy of the growth. 

III. Hyperchromatic nuclei and mitoses. The 
greater the number present the more gloomy the prog- 
nosis. 

In arriving at a pathologic grading it is noted 
whether each of the above three factors is absent or 
present in slight, moderate, or marked degree. The 
tumor is then placed in one of the following grades: 

Grade I. Carcinoma of low malignancy 

Grade II. Carcinoma of moderate malignancy 

Grade III. Carcinoma of high malignancy. 


CRITERIA OF OPERABILITY 


All cases of mammary carcinoma showing none of 
the criteria listed below are operable: 
1. Development of a breast tumor during the 
course of pregnancy and lactation 
2. The so-called inflammatory type of breast carci- 
noma with diffuse enlargement of breast, redness, 
edema, and elevated temperature of the skin 
3. Extensive edema of the skin over the breast 
(more than one third of the skin affected) 
4. Satellite tumor nodules in or beneath the skin 
over the breast or adjacent chest wall 
5. Intercostal or parasternal tumor nodules 
6. Edema of the arm 
7. Proved or clinically unquestionable supraclavic- 
ular metastases 
8. Distant metastases to the contralateral axilla, 
lungs, bones, liver, or elsewhere 
9. The presence of any two or more of the follow- 
ing signs of locally advanced breast carcinoma (one 
does not suffice) : 
a. Ulceration of the skin 
b. Edema of the skin over the breast of limited 
extent (less than one third of the skin affected) 
c. Fixation of the tumor to the chest wall 
d. Fixation of the axillary lymph nodes to the 
skin or to the deeper structures of the axilla 
e. Axillary lymph nodes 2.5 cm. or more in 
transverse diameter. 
Statistics were then compiled of survivals from all 
types of treatment. Classified according to stage and 
grade, the results are shown in Tables I and II. 


TABLE I—FIVE-YEAR SURVIVALS (ALL TREATMENTS) 


Stage Grade Cases Number Per Cent 
I 70 6l 87 
1 II 58 39 67 
Ill 28 15 54 
I 31 22 71 
2 II 65 26 40 
Ill 50 13 26 
I 36 25 69 
3 ee 47 44 94 
III 43 6 14 
I Z 2 100 
4 II 20 Z 10 
III 17 1 6 
Total 467 256 55 


In all cases without evidence of distant metastases 
(1,146) the 5-year survival rate was 50.5 per cent. In 
the total cases reviewed (1,345, treated and untreated) 
the 5-year survival rate was 43.7 per cent. These statis- 
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tics emphasize the fact that early diagnosis and treat- 
ment before the axillary glands are involved are the 
answer if the 5-year survival rate is to be increased. 


TABLE II—TEN-YEAR SURVIVALS (ALL TREATMENTS) 
Grade Cases Per Cent 


I 23 55 
I] ‘ 22 44 
Ill 41 
I 43 
lI 
Ill 
I 
II 
III 
I 
II 
Ill 


Stage Number 


ON 


Total 307 


THERAPY IN ADVANCED MAMMARY CARCINOMA 

Advanced cases have been a source of considerable 
mental anguish to patient, family, and physician, but | 
wish to call attention to the excellent work done by 
Galante and McCorkel* of the University of California 
Hospitals, San Francisco. Those of use in the Bay 
Area have been aware of the work which these men 
have been doing and have been encouraged by it. 

Their work was done on patients in whom the 
disease had extended beyond the possibility of treat- 
ment with surgical or radiation methods. Their treat- 
ment included hormones, either androgens or estrogens, 
and remission of symptoms was produced in many 
cases. The work later extended into the field of bi- 
lateral adrenalectomy and oophorectomy, in an attempt 
to remove all major sources of estrogen production in 
patients with mammary cancer, on the theory that the 
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cancer cells presumably still retained the parent-tissue 
sensitivity to estrogenic substances. 

They present a series of fifty patients followed for 
51 months. The results are as follows: 


TABLE III—ADVANCED MAMMARY CANCER 


Result Number Per Cent 


Postoperative deaths 
Expired subsequently 22 44 
Still living (2 to 34 mo. after operation) 26 52 
Improved objectively 16 36 
Improved subjectively 21 47 
Failed to respond 19 42 


These statistics on cases which were hopeless under 
traditional forms of therapy are quite encouraging, and 
I am sure that each year that goes by will provide other 
new approaches to this age-old problem. The mortality 
rate may not be markedly reduced, but if suffering can 
be relieved and hope offered where before there has 
been none, we will be doing a better job for those who 
come under our care. 
SUMMARY 

1. The importance of the initial examination and 
of the doctor-patient relationship has been emphasized. 

2. The more common benign lesions and their 
management have been presented. 

3. Choice of incision, postoperative suction and 
compression therapy, and improved prostheses have 
been discussed. 

4. A practical guide to the clinical and pathologic 
evaluation of malignant lesions has been presented to- 
gether with criteria of operability. 

5. Mention has been made of the slight ray of 
hope which the work of Galante and McCorkel seems 
to hold for the patient suffering from advanced mam- 
mary carcinoma. 
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Karnig Tomajan, D.O., F.A.C.O.S., Boston: Lesions of 
the breast, I believe, form one of the most common problems 
surgeons face today. Women have been very well educated to 
examine themselves and to seek consultation and help if they 
feel any type of mass in the breast, regardless of whether or 
not it is painful. This I believe is very sound practice, although 
it can be overdone. It is still of extreme importance that the 
surgeon see the patient early. 

I believe that Dr. Barrows has covered the physician-patient 
relationship very well. I have been in the habit of telling pa- 
tients that there is a mass in the breast and that a frozen sec- 
tion biopsy should be performed. There is only one person who 
can tell what is in that mass, and that is the pathologist. I 
explain further that if the tumor is a simple one, it will mean 
removal of the tumor only. Should the tumor be of more ex- 
tensive nature, a more extensive type of operation will have to 
be carried out. I make it a point to discuss candidly with some 
member of the family in detail the possibilities of such a case. 
Usually patients understand without the use of any word or 
term such as cancer or radical breast operation. 

I am very glad that Dr. Barrows believes that a good 
radical mastectomy followed by x-ray therapy is the treatment 
of choice. For many years I have carried out what I consider 
to be an extensive, complete, systematized, and precise radical 
mastectomy based on five definite concepts. These concepts are 
essentially the original basic principles of Halsted and Willy 
Meyer. 

1. A dissection beginning in the axilla and extending down- 
ward to include the nodes, muscles, fascia, and breast en masse 
in continuity 


2. A wide area of skin and fascial removal 

3. Removal of the epigastric nodes together with the fascia 
of the rectus muscle 

4. Removal of eight pathways of spread to the axillary, 
thoracic, and abdominal lymph basins as well as the five groups 
of nodes 


5. A technic to prevent local implantation and spread from 
the biopsy site and from involved nodes or infiltrated areas. 

The basic principle underlying the surgical therapy of 
breast cancer is that the percentage of 5-year survivals and the 
duration of life of those who do not survive are inversely pro- 
portional to the percentage of node involvement. Therefore, of 
primary importance and foremost consideration in the technic 
of radical mastectomy are the arrangement and distribution of 
the lymph nodes, the drainage pathways, and the lymph sheds 
and basins of the breast. The radical operation should be car- 
ried out in systematized, sequential, connected steps in such a 
way that all pathways and nodes are assured of removal and in 
a manner that makes it easy to identify and count the nodes 
after removal. 


The arrangement of the node groups is subclavicular, two 
to four in number; pectoral, two to four in number; axillary, 
fourteen to eighteen in number; subscapular, two to four in 
number; and epigastric, two on each side. These are the five 
external groups of nodes which can and must be removed in 
the course of every radical operation. 

The incision for radical mastectomy must fulfill four re- 
quirements : 


1. Complete and easy access to the axilla 


| | 
= 
] 
3 = 
4 
—. — — 
82 27 
| 


2. A wide area of skin and fascial removal 

3. Access to the epigastric nodes 

4. Access to the terminus of all eight pathways 

a. There must not be any scar in the axilla. The inci- 
sion must not come closer than 2 fingerbreadths from the lesion 
to the edge of the skin flaps. 

b. The incision must be 2 fingerbreadths from the areola, 
and all lesions involving the skin with dimpling and fixation, 
and in ulcerative lesions still primarily operable, a full hand- 
breadth from the involved skin to the cut edge of the skin flap 
is the safest rule. 

I am very much impressed by the fact that Dr. Barrows 
uses a fenestrated catheter with suction in the axilla to prevent 
fluid accumulation beneath the skin flaps. This in turn prevents 
marginal necrosis of the skin edges, which is of prime impor- 
tance. Also of importance is that with the use of this technic 
there is practically no fibrosis of the tissues in the axilla, which 
usually is the cause of postmastectomy lymphedema. The ef- 
ficacy of suction drainage by means of a catheter placed 
through a stab wound is so striking that one wonders why it 
has only recently been added to the surgeon’s armamentarium. 
By this means, the flaps remain adherent to the chest wall and 
additional drains are unnecessary. Marginal skin necrosis can 
be prevented by relieving tension on the suture line with a few 
retention sutures placed through the skin and _ intercostal 
muscles. This decreases the length of the fulcrum between the 
medial and lateral aspects of the skin flaps and the suture line 
and prevents movement with respiration. Marginal skin necrosis 
can also be caused by infection of the sutured flaps. 

I am thoroughly convinced and in full accord with recent 
writings stating that large occlusive pressure dressings are no 
longer needed on these wounds owing to the fact that the suc- 
tion is working at all times. This is based on sound physiologic 
principles. It has been shown that cultures of wounds taken 
during operation and immediately following closure are exten- 
sively contaminated with bacteria, predominately staphylococci. 
The source of these bacteria is the skin of the patient, the air 
in the room, or an infected area brought in contact with the 
wound. It is obvious that bacteria which are present in all 
wounds following closure are usually destroyed by the body’s 
defenses provided that the conditions suitable for their repro- 
duction and multiplication are not present. Actuaily in their 
effort to adjust metabolically to a new environment, bacteria 
are thwarted by what happens on an exposed surface. The 
exudate of a wound dries and is subjected to daylight and to an 
environment that is generally cooler than body temperature. 
This is injurious to bacterial reproduction, but drying is un- 
doubtedly most injurious of all. This exudate is thus rapidly 
converted into a medium which inhibits bacterial growth in- 
stead of becoming an ideal culture medium as it frequently does 
in the moist warm environment beneath the dressing. 

Since 1949 I have omitted the conventional time-honored 
heavy gauze dressings from clean wounds, covering only those 
which are drained through the incision. Wounds are dry and 
clean and there is complete absence of folliculitis from adhesive 
tape. Some patients object to exposure of wounds on an esthetic 
basis. In those cases we use one single small layer of gauze 
as a dressing. However, many patients on whom no dressings 
have been used, had had large heavy dressings at previous 
operations. They have been very enthusiastic about their com- 
fort in the postoperative phase and the manner in which their 
wounds heal without the use of dressings. 

It is my firm conviction that infection is introduced into a 
wound at the time of surgery and that if conditions are present 
which do not lend to bacterial multiplication, infection is not 
likely to develop. 

In closing I should like to state that I greatly appreciate 
the opportunity to discuss such a splendid paper on carcinoma 
of the breast. Dr. Barrows has covered every phase of impor- 
tance dealing with this type of lesion, and I am wholeheartedly 
in favor of using suction catheter drainage in the axilla since 
by constant suction the skin flaps will be held close to the chest 
wall and not allow the serum to accumulate; this in turn will 
lead to a much higher incidence of primary healing and there- 
fore to a decrease in postmastectomy lymphedema. 

The main obstacle to progress in the surgery of breast 
cancer has been adherence to the old orthodox operation with 
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its single basic concept. Although the basic concepts of Halsted 
and Willy Meyer still hold good, several new ones have been 
added, each of which is of prime importance, well substantiated, 
and indispensable. A more systematized comprehensive technic 
based upon these added Concepts is necessary. The recent re- 
vealing figures of Handley’ regarding involvement of internal 
mammary and supraclavicular nodes and the four current ex- 
periments in the therapy of breast carcinoma, the extended 
radical, the McWhirter experiment, the revival of castration, 
and adrenalectomy, all point to the inadequacy of the standard 
radical operation. What is needed is to perform more radical 
operations at an earlier stage. 
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H. J. McAnally, D.O., F.A.C.O.S., Kansas City, Mo.: 
First, I would like to compliment Dr. Barrows on the excellent 
detail he has incorporated in such a short paper. 

In discussing the possible breast lesion with a patient, | 
make it a practice never to tell her it is malignant until I have 
pathologic verification of the diagnosis. I believe it is important 
to stress to the patient the necessity for a complete diagnostic 
study of any suspicious area. 

It should be stressed that in all cases of chronic cystic 


. mastitis, if there is any increase in size in any portion of the 


breast, biopsy is needed. In many of these cases years pass in 
which the patient has no particular difficulty, then finally ma- 
lignant changes occur. It is important to tell the patient the 
facts about carcinoma of the breast and the changes in a lesion 
that may lead to carcinoma. It is equally important to tell her 
that in all probability this is a benign lesion, but the only way 
to be certain is to perform an adequate biopsy. Certainly there 
is no reason for a poor cosmetic result from biopsy. It is easy 
to remove tissue and have a good plastic result, or it can be 
done so the breast is distorted and the cosmetic effect is most 
disheartening to the patient. 

In congestive mastitis and chronic fibrocystic mastitis, | 
prescribe oral methyltestosterone (Metandren Linguets), and 
it seems to have a very beneficial effect. 

In my opinion, there is no question of whether the opera- 
tion should be radical mastectomy or simple mastectomy with 
preoperative and postoperative irradiation when operable car- 
cinoma of the breast is found. It is the routine at the Osteo- 
pathic Hospital of Kansas City to make frozen sections of all 
breast tissue removed for biopsy, and we advise postoperative 
irradiation following all radical mastectomies. However, it 
has been very questionable whether postoperative irradiation 
has decreased either the morbidity or the mortality rate in these 
cases. In a few cases I have felt that postoperative irradiation 
has contributed to edema of the arm by decreasing lymphatic 
and venous drainage. In the few cases of simple mastectomy 
with preoperative and postoperative irradiation which I have 
had the opportunity to observe, the results have not been good, 
whereas the radical mastectomy in selected cases has had an 
excellent 5-year record. 

I believe it is very important for surgeons who are operat- 
ing on patients with carcinoma of the breast to familiarize 
themselves with the criteria of operability as outlined by Dr. 
Barrows. Many times radical procedures are carried out when 
it should have been known in advance that the end-results 
would not be good. However, in many of these cases simple 
mastectomy can produce excellent palliation. There are very 
few cases which cannot be helped, either by some surgical pro- 
cedure or by endocrine therapy. It is always well to consider 
hormone therapy in all advanced cases of carcinoma of the 
breast. 

In summary, all lumps of the breast are potentially malig- 
nant. Patients should be made aware of the diagnosis when it 
is definitely established by pathologic examination. Surgeons 
should carefully evaluate their patients before carrying out any 
radical procedure. I feel that all cases in which there is a 
definite indication of malignancy should have the benefit of 
a diagnostic metastatic x-ray series so that proper therapy may 
be carried out. 
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The Perineal Colostomy 
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The term “perineal colostomy” has numerous 
synonyms. For example, Babcock’ describes this pro- 
cedure as the “over and under operation,” or “procto- 
sigmoidectomy with retained functional anus,” whereas 
Bacon? calls it “abdominoperineal proctosigmoidectomy 
with preservation of the anal sphincter mechanism.” 

Perineal colostomy, when executed with proper 
dissection of regional and area lymphatics, adequate 
resection of the carcinoma-bearing bowel and its mesen- 
tery, and maintenance of blood supply to the retained 
portion of descending colon, permits surgical extirpa- 
tion of malignant tumors of the upper rectum and the 
pelvic and sigmoid colons with preservation of good 
anal sphincter functions. In addition, as Bacon* has 
proved by x-ray studies, the transposed colon which 
occupies the previous location of the rectum and pelvic 
sigmoid will accommodate to the function of fecal stor- 
age with eventual re-establishment of the ampulla- 
fullness defecation reflex. 

Since, as was substantiated years ago by Babcock, 
lymphatic spread is lateral or horizontal for 6 cm. 
above the anus (as contrasted with the cephalad and 
lateral spread of the lymphatics proximal to this level), 
those patients with lesions 6 cm. or less from the anal 
margin are not suitable candidates for perineal colos- 
tomy. The operation is also not indicated for patients 
with extensive pelvic carcinoma; however, associated 
hysterectomy, partial cystectomy, or prostatectomy may 
be performed without jeopardizing the success of the 
basic operation procedure. 

Table I gives the survival rate in various resec- 
tions, and Table II gives the recurrence rate in perineal 
colostomy. 


TABLE I—FIVE- AND TEN-YEAR SURVIVAL RATES? 


5-Year 10-Year 
Number Survival Survival 
(Per Cent) (Per Cent) 


Abdominoperineal Proctosig- 


moidectomy 302 77.3 47 
Perineal Proctosigmoidectomy 101 20 10 
End-to-End Anastomosis 191 59 41 
Mikulicz-Rankin 82 40 21 


TABLE II—RECURRENCE RATE? 


Local Recurrences 


Number of Resections Recurrences 
23-34.4% 12-17.9% 
TECHNIC 


Either a left midrectus or left lower abdominal 
oblique incision may be used to enter the abdominal 
cavity. Examination of abdominal and pelvic contents 
is executed, and the tumor is grossly classified. If the 
lesion is resectable, and perineal colostomy is com- 
patible with the findings, the procedure is as follows: 

The parietal reflection of peritoneum is detached 
from the descending colon and sigmoid colon, along 
their left aspects. As the incision is carried into the 
depths of the pelvis, it is brought anteriorly around the 
sigmoid to its right side. It then encircles the right sur- 
face of the pelvic sigmoid as it dips into the subperi- 
toneal structures. The incision is extended cephalad to 
pass over the sacrum and pelvic brim. 
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The freed colon and sigmoid are carried to the 
right, as their retroperitoneal attachments are wiped 
free with blunt finger or gauze dissection. This places 
the descending mesocolon and sigmoid mesocolon on 
tension and permits visualization of their contained 
blood vessels. 

The inferior mesenteric artery, left colic artery, 
sigmoidal arteries, and superior hemorrhoidal arteries 
are identified. The relationships of these vessels are 
classified and the pattern of ligation established. The 
pelvic sigmoid and rectum are detached from the an- 
terior surface of the sacrum to the base of the coccyx. 
The superior hemorrhoidal vessels are secured, severed, 
and doubly ligated. This permits straightening of the 
sigmoid loop. The inferior mesenteric artery is ligated 
near its sigmoidal branches. At this area, the point of 
ligation varies with the anatomic relationship between 
the inferior mesenteric artery and the sigmoidal ar- 
teries. 

The dissection of the pelvic sigmoid and rectum 
is continued along the lateral pelvic wall to expose the 
lateral rectal stalks and their contained middle hemor- 
rhoidal vessels. Unless these are larger than average, 
ligation may not be necessary. At this point, the sigmoid 
is inspected; the line of demarcation of viability is 
noted and marked by tying a gauze tape about it. 

The detached sigmoid is placed in the subperi- 
toneal area of the true pelvis. Toilet of the abdomen is 
executed, and the abdominal cavity is closed layer by 
layer with contraincisional drainage of the pelvis. Peri- 
tonealization or attempt at pelvic rediaphragmization is 
unnecessary. 


PERINEAL PHASE 


The rectum is packed with iodine gauze packing. 
A midline incision is carried from the anal canal pos- 
teriorly, through the sphincters ani to the coccyx. The 
coccygeus is detached. The levatores ani are separated 
from the gut tube in the midline, and the dissection is 
carried cephalad until the gauze tape about the sigmoid 
can be palpated. The anal portion of the incision en- 
circles the anal tube just below the pectinate line. The 
rectum is detached from the anus. 

The cut edge of the rectum is grasped with Pen- 
nington clamps or hemostats and freed from its attach- 
ments in all directions. The exposed inferior hemor- 
rhoidal vessels are clamped and tied. 

As resection is carried along the anterior surface 
of the rectum, the rectum is separated from the vagina 
in the female, or from the prostate and seminal vesicles 
in the male. When the rectal tube is free, it and the 
sigmoid are delivered through the perineal incision. 
They are displaced anteriorly and laid on the abdomen. 

Hemostasis of the deep perineal vessels is executed 
and the levator ani group approximated in the midline. 
Care must be taken not to choke the newly placed sig- 
moid colon. The skin of the anus and perineum is 
closed with interrupted sutures. 

The protruding bowel is severed approximately 
10 to 12 cm. from the anus. A rectal tube is inserted 
and tied in the sigmoid for decompression and hemo- 
stasis. A heavy silk tie is used for this purpose. 

The perineal cavity may be drained with a Penrose 
drain placed in front of the sacrum. 
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AFTERCARE 


On the fifth or sixth day, the sigmoidal tube will 
slough away with its retaining silk tie. 

Stool consistency can be controlled as with any 
colostomy. 

Seven to 10 days postoperatively, the remaining 
protruding bowel may be amputated 1 or 2 cm. beyond 
the anus with a tonsil snare. Tightening of the snare 
is executed slowly to secure hemostasis. 

The abdominal incision usually requires no special 
attention. 


. FOLLOW-UP 

Function of the perineal muscle group and sphine- 
ters is usually adequate except for diarrheal move- 
ments. Patients can be taught voluntary control of the 
perineal muscles. 

Dietary control of the consistency of the stool is 
the same as in abdominal colostomy. 

The newly placed pelvic sigmoid will dilate and ad- 
just itself to fecal storage and the patient will, in time, 
develop a defecation reflex. 

Enemas every 2 to 5 days or a fast-acting cathartic 
may be all that is necessary to regulate the evacuation 
time habit. 
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ADVANTAGES OF PERINEAL COLOSTOMY 

1. The site of fecal extrusion is the normal one. 

2. Gaseous escape is not as distressing to the pa- 
tient and those around him. 

3. Re-establishment of the defecation reflex and 
the evacuation time habit encourages a nearly normal 
function. 

4. No colostomy bag is necessary. 

5. The possibility of new pelvic involvement may 
be checked by periodic transperineal finger examina- 
tion. 

6. The bowel is not opened during the intra-ab- 
dominal phase. 


DISADVANTAGES OF PERINEAL COLOSTOMY 

1. This operation cannot be used in cancer of the 
anus. 

2. It is contraindicated in rectal cancer less than 
6 cm. beyond the anal verge. 

SUMMARY 

The technic and postoperative care of abdomino- 
perineal proctosigmoidectomy with perineal colostomy 
have been described. Its indications and contraindica- 
tions have been enumerated; its advantages and dis- 
advantages have been presented. 
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DISCUSSION 
Paul R. Koogler, D.O., F.A.C.O.S., Kirksville, Mo.: Iwith disposable cellucotton pads. Most patients with abdominal 


have never used this operative procedure and, therefore, can- 
not speak from experience. I do feel, however, thai low an- 
terior resection has almost everything to offer that proctosig- 
moidectomy does with perhaps less disturbance to normal anal 
function. I further believe that both low anterior resection and 
proctosigmoidectomy with preservation of the anus are of 
limited value in the treatment of carcinoma of the rectum. 

Dr. Kohn accepts Babcock’s assumption that in carcinoma 
of the rectum involved lymphatics do not extend more than 6 
cm. below the growth. I recognize the tendency of the iower 
lesions not to spread upward, but I believe the upper lesion may 
spread downward by way of the lymphatics, submucously, in- 
tramuscularly, and outside the bowel. Also, retrograde spread 
may occur through venous channels or by way of the bowel 
lumen itself, by desquamation and implantation of live cancer 
cells. 

I feel that the lines of resection in carcinoma of the rectum 
and/or sigmoid should be checked not only by careful inspec- 
tion but also by frozen section biopsy. I also believe that 
lesions of less malignancy that are well localized are the lesions 
most suitable either to low anterior resection or proctosig- 
moidectomy with preservation of the anus. I still believe that, 
when dealing with malignancy, which perhaps accounts for 
about 90 per cent of bowel resection, the Miles abdomino- 
perineal resection gives the best chance of survival to the pa- 
tient. Graham’ surveyed the trends about 1948 and found 82 
per cent of surgeons preferred abdominoperineal resection for 
carcinoma of the rectum and rectosigmoid. He also reports 
that in seventy-eight resections Daniel found the recurrence 
rate of carcinoma at the operative site or secondary metastasis 
to be 15 per cent in anterior resection, 38 per cent in procto- 
sigmoidectomy, and 3.4 per cent in one-stage abdominoperineal 
resection. 

As for the plea for abdominal colostomy, first, if I were 
the patient, I would rather have any colostomy where I could 
see it and take care of it. Second, in abdominal colostomy the 
colostomy bag has long since been discarded. Many patients do 
not wear anything but a small dressing. Some wear a cup 


colostomies today live with minimum inconvenience. 

I recognize with Dr. Kohn that there are clinics perform- 
ing proctosigmoidectomy recently whose results have been com- 
parable to those of anterior resection. In my opinion, the ad- 
vantage of the colostomy in the perineum is of secondary 
importance to that of salvaging the patient from carcinoma. 

In my own practice, in lesions suited to this technic, | 
perform low anterior resection. I can understand that in some 
cases, in which resection might be 6 to 10 cm. from the anus, 
Dr. Kohn’s technic might be easier. On the other hand, I can 
also realize, with a technic that is closed, especially during the 
abdominal phase, that a few polyps may be left behind, espe- 
cially in the proximal segment. With anterior resection the 
lumen of the bowel can be inspected during the operative pro- 
cedure. 
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J. N. Stewart, D.O., Dallas, Tex.: It is a real privilege 
to discuss Dr. Kohn’s paper. This operation is gaining more 
support among surgeons for the treatment of rectal lesions 5 
cm. or more above the pectinate line. 

Dr. Kohn has presented statistics showing that the 5-year 
survival rate in this operation compares very favorably with 
the survival rate of the Miles operation, thus eliminating the 
early arguments many surgeons presented against perineal 
colostomy, feeling it was a less radical procedure. 

We must be cognizant of the fact that this is not an opera- 
tion for the occasional rectal surgeon, because of the technical 
intricacies in the preservation of sphincter function. Perineal 
incontinence occurred in 20 per cent of Bacon’s cases and is 
much higher when the operation is performed by the inexperi- 
enced surgeon. 
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Cancer is a disease, the origin and development of 
which are due to embryonic, biochemical, infectious, 
venetic, and perhaps other factors. Cancer is a bizarre 
reaction of the body to certain stimuli.* 

Because of the interplay between the factors men- 
ioned and others as yet unknown, cancer cannot be 
considered as an irreversible disease, except perhaps in 
‘he terminal stages. Most surgery and other procedures 
which are directed against cancer are done with the in- 
‘ent or expectancy of cure. There remains, however, 

large group of cases in which cure is not possible and 
only palliative procedures, if any, are indicated. 

When widespread malignant lesions are encoun- 
‘cred, a decision becomes imperative. Shall the ultra- 
radical be attempted? Shall only palliative surgery be 
cone? Or should the patient be abandoned to his fate? 

The decision must be based upon the surgeon’s 
experience and ability and the ability of the patient to 
tolerate the procedure proposed. Since the surgeon is a 
human being, his decisions are somewhat influenced by 
ihe opinions of his nonsurgical colleagues, by the pa- 
tient and his family; and, I might add, his actions are 
also tempered by what a lay jury might construe as a 
correct procedure in such a matter. 

Despite the fact that today knowledge concerning 
the disease is unparalleled compared to that of 50 years 
ago, the morbidity and death rate in cancer continue to 
increase at an alarming rate.” * 

Fisher‘ reports the result of a questionnaire sent 
to twenty-five of the country’s leading surgeons asking 
if they believe that increasingly radical operations for 
cancer will in general result in increased survival rates 
much above the present level. The subjects of breast, 
pancreatic, and gastric carcinomatous lesions were cov- 
ered, as well as surgery of the female pelvis for carci- 
noma. 

There was no unanimity in the answers; in fact, 
there was a great divergence of opinion. Some sur- 
geons advocated more and more radical surgery with 
evaluation based on time and number of cases, while 
others felt that extension of some of these procedures 
is worthless and, to make matters worse, is psychologi- 
cally and physically destructive to the patient. More 
than one surgeon was of the opinion that these opera- 
tions reach a point where people become cases instead 
of human beings. 

Arbitrarily survival 5 years following the proce- 
dure has been considered a cure. When it is remem- 
bered how many 5-year failures occur, it will be appar- 
ent that many operations have been only palliative after 
all. Inadequate surgery may have contributed to this 
failure.® 

The radical attack on a cancerous lesion is made 
first upon the primary lesion and then upon the lym- 
phatic system to which it has spread, yet Madison, 
Dockerty, and Waugh® have conclusively shown by 
radiographic studies that more than 61 per cent of can- 
cers of the rectum show venous invasion. This may 
eceur in an early or late lesion, depending upon the 
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rate of cell dissemination. Actually the spread of tumor 
cells may be just as easily produced through the blood- 
vascular system as through the lymphatics. Barringer 
and his associates’ have pointed out that cancer of the 
colon may metastasize directly to the liver without af- 
fecting the intervening lymphatics. Capillaries sur- 
rounding most cancers contain tumor cells. 

In carcinoma of the breast, as in cancer in many 
situations in the human body, the surgeon is at a loss 


to determine the extent of the lesion. He cannot deter- 


mine grossly whether there are extensions to the axil- 
lary or supraclavicular nodes or to the nodes of the in- 
ternal mammary chain unless these are grossly involved. 
The surgeon endowed with microscopic vision is not 
yet born. 

In this condition, as in others, most surgeons have 
a feeling of futility when they encounter lesions which 
have extended into the lymphatic system since they do 
not know the extent of the spread. Sometimes in these 
situations radical mastectomy with subsequent morbid- 
ity and occasional mortality is hardly justified.*® 

Occasionally patients are operated on for mam- 
mary cancer in which other systemic conditions such as 
low cardiac reserve, age, or other factors prevent a 
radical procedure. I am sure in such cases many sur- 
geons have been surprised when a most satisfactory 
clinical result has been obtained with simple mastec- 
tomy and radiation. 

In radical mastectomy, attention may be directed to- 
ward the principal or axillary lymphatic chain, yet the 
internal mammary pathway may be equally important. 
Margotinni,® in Rome, has performed approximately 
500 radical mastectomies with removal of the internal 
mammary lymph nodes and has shown that metastases 
occur in these nodes in approximately 22 per cent of all 
patients. In spite of radical surgery and other adjunc- 
tive therapies, the mortality rate of cancer of the breast 
has increased steadily in the last 20 years.? 


Williams, Murley, and Curwen’ reviewed 1,044 
cases of carcinoma of the breast. Radical mastectomy 
was done in 338 and simple mastectomy in 229. They 
reviewed the results and concluded that simple mastec- 
tomy with radiation treatment is the method of choice 
in these cases. 


Byrd and Conerly"! present a group of sixty-one 
patients treated for carcinoma of the breast by simple 
mastectomy ; 33 per cent were living after 5 years. It 
is graphically demonstrated that the survivors are. in 
the older age group, which gives further credence to 
the supposition that cancer is a chronic disease and a 
patient may learn to live with it. Only one patient in 
this series received postoperative radiation. In‘erest- 
ingly enough, two of these patients in whom axillary 
metastases were palpable showed no axillary masses 2 
or 3 months after surgery. They further conclude that 
50 per cent of all patients who present themselves to 
general hospitals with carcinoma of the breast will be 
incurable when first seen. For this reason, a method of 
palliation is of major importance. 
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A case history will illustrate the point: A rather 
obese white female, aged 60 years, presented herself 
with a complaint of pain radiating from the axilla to 
the left hand. The duration of this pain was approxi- 
mately 2 months. Attention was directed to the axilla 
in the investigation of this pain, and an irregular, in- 
durated mass measuring approximately 4 cm. in diam- 
eter was outlined. The patient presented a long surgi- 
cal scar extending from the axilla to the xiphoid. The 
left breast was absent. 


The history revealed radical mastectomy with axil- 
lary dissection had been performed for adenocarcinoma 
of the breast 7 year’s previously, followed by a course 
of x-ray treatments. 


The patient was hypertensive, her blood pressure 
230/130, which probably accounted for some of her 
left arm pain. After thorough clinical evaluation and 
x-ray studies for metastatic lesions, the patient was 
taken to surgery where an axillary dissection was per- 
formed. The tissues encountered were indurated, giv- 
ing the impression of carcinoma. Dissection was in- 
complete owing to the gross involvement of the axilla, 
but as much of the tissue as possible was removed. 
Tissue studies revealed secondary adenocarcinoma of 
the breast. X-ray therapy followed surgical excision of 
the axillary contents, and the patient made an unevent- 
ful recovery. 


Two years later the patient developed an indu- 
rated, irregular mass just above the left clavicle. This 
was removed surgically and was followed by a course 
of x-ray therapy. The diagnosis was again secondary 
adenocarcinoma of the breast. This operation was per- 
formed approximately 2 years ago, and the patient has 
been free of any further lesions up to this time. 


In the treatment of gastric carcinoma there is a 
difference of opinion as to the proper surgical approach, 
the question being whether subtotal or total gastrec- 
tomy should be performed in these cases. ** 


Kirschner and Garlock?® showed a 27.6 per cent 
5-year survival rate in eighty-eight subtotal gastric re- 
sections. Many of these cases had widespread lym- 
phatic involvement. On the other hand, they presented 
twenty-four patients with total gastrectomies in the 
same series, none of whom survived the 5-year period. 
Lymphatic node extension had occurred in 62 per cent 
in both series. 


In recent years, more radical procedures have been 
directed toward cancer of the pancreas, yet McDermott 
and Bartlett'* have shown that these procedures may 
actually shortén the life of the patient. Puestow, Wurtz, 
and Olander’ believe that most pancreatic tumors are 
incurable when first seen, and palliative surgery is the 
method of choice. Hutchinson” is of the same opinion, 
stating that the chief problem at present concerns pal- 
liation rather than mutilation. At the same time, he 
warns that we must not overlook any opportunity for 
obtaining maximum results in cases in which radical 
removal seems possible or expedient. In his experience, 
83 per cent of all these tumors fall in the nonresectable 
category. 


Stafford, Trimble, and Glassen’’ present thirty- 
seven cases of carcinoma of the pancreas. Only one 
patient was living 16 months after surgery. 


The following case involves pancreatic cancer. A 
63-year-old emaciated, jaundiced, white male patient 
was admitted to the hospitai with a complaint of per- 
nicious vomiting of approximately 1 month’s duration. 
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He complained of intermittent abdominal pains and 
cramping and of tetany of the hands and fingers. 


The history revealed that approximately 2 years 
previously a similar attack had occurred. The patient 
was operated on at that time and a choledochoduo- 
denostomy was performed to by-pass a tumor of the 
pancreas. 


X-ray studies revealed almost complete occlusion 
of the duodenum. As soon as the patient’s condition 
would permit, he was taken to surgery. Exploration of 
the upper abdomen revealed a grossly enlarged, indu- 
rated pancreas. The head of the pancreas was involved 
in the tumor mass which included the duodenum, gas- 
troduodenal ligament, and the surrounding tissues. The 
mass was fixed. 


Posterior gastrojejunostomy was performed, an< 


enteroenterostomy was performed on the loop. The 
abdomen was explored as much as adhesions would 


* permit. There was no evidence of liver or other metas- 


tases. A generous biopsy of the pancreas was taken 
and sent to the laboratory for examination. The tissuc 
removed failed to show the presence of carcinoma, but 
the clinical signs could not be challenged. The patient 
made an uneventful recovery. All vomiting ceased and 
the icterus disappeared promptly. 


The patient was readmitted 7 months later with 
complaints of chills, intermittent fever, weakness, and 
loss of weight. The laboratory procedures revealed 
severe anemia, albuminuria, elevated blood sugar, and 
diminished blood calcium. The patient left the hospital 
within a few days. 


The patient was readmitted to the hospital approx- 
imately 3 months later. Laboratory studies revealed an 
icterus index of 280, increased sedimentation rate, 
marked anemia, and elevated nonprotein nitrogen. The 
patient remained in the hospital approximately 2 weeks ; 
he returned home and died approximately 1 month 
later. 


In a recent article by McDonald and Kotin,’* the 
biologic resistance of the body to cancer is stressed. 
They show that the curability of gastric carcinoma in- 
creases in proportion to the duration of symptoms of 
the disease and that the concept of “early diagnosis- 
early cure” is not entirely true. The long duration of 
symptoms is an indcx of the biologic antagonism to dis- 
ease, which accounts for subsequent slow growth and 
spread of some of these tumors. 

Morton and Morton” describe cancer as a chronic 
disease and comment that removal of the restraining 
biologic influence may result in subsequent flare-up of 
a formerly inactive lesion. Of course, the possibility 
must always be considered that a supposed late flare-up 
of an old malignant lesion might actually be a new 
primary malignant lesion of the same or an adjacent 
organ. 

_ During the periods of biologic suppression, even 
with distant metastatic lesions, the patient enjoys rea- 
sonably good health and is able to carry on many of his 
usual activities. Since cancer often occurs in the older 
age group, it might be thought that some of these pa- 
tients have lived their normal expectancy, tolerating 
cancer in much the same way as they would tolerate 
arthritis, arteriosclerosis, and other degenerative dis- 
eases. 

Nelson and his associates*® conclude that, gener- 
ally speaking, palliative excision of a mother growth 
should be done whenever technically feasible. Soime- 
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times metastatic or recurrent cancer lesions should be 
surgically excised. Surgical excision of a solitary me- 
tastasis in the lung, liver, or brain is occasionally fol- 
lowed by a long survival. Lahey*! also was of this 
opinion. 

Palliative cancer surgery requires sound surgical 
judgment and courage. The object should be removal 
of the primary lesion whenever possible in order to re- 
lieve the patient of his extreme toxicity and, in some 
cases, obstruction. 


The formation of colostomies, enterostomies, ure- 
terostomies, or any artificial stoma or fistula is to be 
avoided if possible but utilized if necessary. By-pass- 
ing Operations are used to relieve obstructive mecha- 
nisms. Surgery of the endocrine system may offer fur- 
ther relief, 


In carcinoma of the breast or prostate, for exam- 
ple, primary lesions and metastases have been sup- 
pressed by castration, by adrenalectomy and, in some 
cases, by hypophysectomy.??-*4 


With most attention centered on modalities for at- 
tacking the physical problem of cancer, the emotional 
aspect of the disease is apt to be pushed aside or ig- 
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nored, yet it has been said that the mind carries the 
only real problem of the disease. Proper emotional 
balance with an element of hope can support the patient 
during therapy and give him a peaceful and confident 
attitude.2® The mind can be maneuvered into an atti- 
tude so that there will be less pain, less disturbance in 
body function, and less fear. These factors alone will 
serve to conserve the patient’s energies. 

With proper attention to the physical, mental, and 
spiritual needs of the cancer patient, the skilled physi- 
cian reveals himself as a humanitarian. 

CONCLUSION 

1. Many more cases of incurable cancer are en- 
countered than is ordinarily realized. 

2. For maximum relief, the primary lesion should 
be excised and obstructions relieved by various by- 
passing or anastomotic procedures. 

3. The present treatment of this disease is inade- 
quate. A surgical approach to the malignant lesions 
and to the endocrine system, combined with chemo- 
therapeutic agents, radiation, and proper psychiatric 
therapy, may give better results in the future. 
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I feel that the incurable cancer patient should have the ad- 
vantage of surgical palliative procedures such as by-pass 
operations and, if possible, removal of the mother tumor. 


It is easy to become discouraged in the treatment of 


cancer because of poor results, and certainly most of the 
statistics given by Dr. Kull leave much to be desired. How- 
ever, poor results in a large majority of cases should not 
deny the cancer patient the right to a possible 5-year sur- 
vival, even though radical surgery is necessary to obtain 
such. 
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Extremely radical procedures that disturb normal 
physiology to the point that the patient has only a miser- 
able existence before eventual fatal outcome are, in my 
opinion, not justifiable. It was pointed out that sound 
surgical judgment plus the courage to carry out procedures 
that will relieve the patient of some toxicity and obstruc- 
tion, if present, will therapeutically benefit the incurable 
cancer patient. If colostomies, enterostomies, ureterostomies, 
or artificial stomas are utilized only when necessary, certainly 
much comfort will be given to the patient. 

Often the cancer patient is classified as incurable at 
the time of surgery, and the problem of informing the pa- 
tient and his family becomes the duty of the physician. I 
know of no other situation in medicine that creates such an 
emotional problem as does incurable cancer. It involves 
not only the patient but his entire family. Time is well 
spent by the physician in the exploration of every facet of 
this emotional problem as it relates to the particular patient 
and his family. It cannot be ignored if proper management 
is to be carried out. 

The incurable cancer patient deserves surgical interven- 
tion in an effort to remove the primary tumor and to carry 
out the most physiologic procedure necessary to relieve 
the obstructive phenomena. I think it should be pointed 
out that the curability of cancer often cannot be determined 
prior to surgical intervention, and the surgeon’s judgment 
should be tempered by his knowledge that there are peri- 
ods of biologic suppression that may allow his palliative 
procedure to function for a long period. On the other hand, 
it should never be forgotten that a timid attack on a cancer 
problem is fatal to the patient. 


101 Pythian Bldg. 


C. L. Ballinger, D.O., F.A.C.O.S., Toledo, Ohio: It is 
a pleasure to discuss this paper by Dr. Kull. It is a fine 
survey of a difficult problem and shows an exhaustive re- 
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search of current literature on the subject, augmented by 
personal experiences. 


Every one of us has and will have to make decisions in 
cases of this nature that require keen surgical judgment 
and experience; the latter may not be our own alone, but 
that of scores of other surgeons as well. Although it is 
difficult not to develop a morbid attitude when reviewing 
statistics dealing with the often low percentage of cures as 
against the high percentage of failures, these facts must be 
noted_and constantly kept in mind. 


I have attempted to practice a surgical philosophy 
which permits me to do for the patient, but never know- 
ingly merely do something to the patient. One of my early 
teachers repeatedly cautioned against any procedure, even 
a single suture, which might produce the slightest deform- 
ity. That teaching has tempered many of my decisions. 
Many other factors must be weighed before we recommend 
surgery for the incurable cancer patient, or before we de- 
cide that our scalpel can offer no hope of cure or palliation. 
We must keep constantly abreast of advances as they are 
announced. We must be wary of procedures which are 
reported in small volume. Furthermore, not many of us 
should attempt the ultraradical procedures which in my 
humble opinion require the combined skills of the large 
cancer centers. 


Too many times palliation is our only hope. When this 
is true, we should sincerely pray over the decision and ask, 
“Is what I propose to do something for the patient, or will 
I only be doing something to the patient?” 

Finally, let us all lend our skills, our hopes, our ener- 
gies, and our prayers in the continuing search for the cause 
and cure of malignant diseases, and then be grateful, if in 
a few years, the surgical, physical, and chemical sciences, 
or any combination of these, have supplied some measure 
of success in the treatment of the cancer patient. 
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The Importance of Laryngoscopy, Bronchoscopy, and Esophagoscopy 
in the Management of Hoarseness 


J. ERNEST LEUZINGER, D.O., M.Se. (Ost.), F.0.C.0., F.A.C.0.S. 


Mayo,’ about 55 years ago, said, “No man is big 
enough to be independent of the others.” Today 
specialists are aware of their dependence upon each 
other for help and information. 

Hoarseness is the result of many different things 
and many times taxes the skill and patience of the 
surgeon dealing with the neck and thorax. Before 
discussing the problem of hoarseness, I shall review 
its mechanism. In order to have complete and clear 
phonation the vocal cords must draw tense, they must 
vibrate, and they must approximate. Anything inter- 
fering with one of these three mechanisms will produce 
hoarseness. Tumor and ulceration of the vocal cord 
produce hoarseness and can be placed in the category 
of local, organic, or benign lesions, but hoarseness 
from other causes and neurogenic lesions of the larynx 
are more common and equally disabling. 

Usually paralysis of the vocal cord originates 
extralaryngeally. In many cases the internist can de- 
termine its cause. As laryngologists we should know 
the reason for the hoarseness, especially when we find 
vocal cord paralysis; and as head, neck, and thoracic 
surgeons we should also be able to explain the reason 
for hoarseness. Also as laryngologists, in addition to 
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making a diagnosis of vocal cord paralysis, we can 
furnish further information by means of bronchoscopy 
and esophagoscopy. 


A review of the anatomic relationships of the 
recurrent laryngeal nerves may prove helpful here. 
The origin of the right recurrent laryngeal nerve is 
the vagus nerve, in front of the right subclavian artery : 
it then passes backward around the vessel, ascending 
along the trachea to the larynx. The left recurrent 
nerve, which arises in front of the arch of the aorta 
and winds backward around it, ascends alongside the 
trachea. Since the course of the left recurrent laryngeal 
nerve is longer than that of the right, it is more likely 
to be involved in conditions causing pressure or ex- 
tension of disease to adjacent organs. This dis- 
turbance may be in the thoracic cage, and therefore 
the lungs and the mediastinal contents must be studied. 
It is necessary to bear in mind the esophageal-tracheal 
relationship, the position of the pleura and the lungs 
in relation to the mediastinum, whether there are 
lymph nodes in the mediastinum and around the hila 
of the lungs, and the relationship of the left recurrent 
laryngeal nerve to the heart, pericardium, and great 
vessels in the mediastinum. 
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Anatomic investigation of the recurrent laryngeal 
nerves reveals the importance of the frequent extra- 
laryngeal division of the nerve into two branches, the 
anterior branch supplying the adductor muscles and 
the posterior supplying the abductor muscles. If the 
cord is in abduction, it can be concluded that the 
anterior branch was injured near the larynx or in 
the thyroid area. If the cord is in the midline, the 
injury would be to the posterior branch, in the same 
proximity to the larynx. However, if the cord is in an 
intermediate position, the entire recurrent nerve would 
be involved. In other words, in a condition involving 
the entire recurrent laryngeal nerve, both the adduc- 
tors and abductors of the larynx are affected, and 
the cord is in an intermediate, or paramedian, position 
and bowed. Because the superior laryngeal nerve is 
not affected, the cricothyroid muscle remains active, 
aid the vocal cord continues to tense on phonation. 
\Vith complete loss of tension and abduction and 


alduction, the cord would have a true cadaveric 
appearance and _ paralysis would originate more 
centrally. 


Indications of paralysis of other cranial nerves 
usually accompany a central lesion which therefore 
can be excluded. Pressure due to disease in areas 
adjacent to the larynx, as in carcinoma of the thyroid, 
the enlarged cervical nodes of Hodgkin’s disease, and 
leukemia, may result from a peripheral lesion, but 
this discussion is concerned with the lesion within 
the chest. 


Recurrent laryngeal nerve pressure within the 
thorax may involve the entire nerve, and the cord 
then would be in an intermediate or paramedian position, 
with some relaxation. It follows then that whenever 
such a paralysis is encountered and there is no patho- 
logic process in the adjacent areas of the neck and no 
history of injury, as sometimes occurs in thyroidec- 
tomy, the chest must be considered as a_ possible 
source of the difficulty. 


If an internist is available, the situation is less 
complicated ; he can manage the case by careful evalua- 
tion of the circulatory system and also by proper 
direction of radiographic and planographic examina- 
tion. Also, the peroral endoscopist can give additional 
evidence by means of bronchoscopy, esophagoscopy, 
and direct laryngoscopy. 


It is not uncommon in cardiac studies for radiog- 
raphy and cardiography to reveal pressure on the 
recurrent laryngeal nerve. Bronchoscopy will confirm 
this opinion by revealing tracheal pressure at the same 
area. In cases of broadening of the mediastinum 
found on radiologic examination, and especially if on 
fluoroscopic study the lesion is noted to pulsate, there 
is no doubt that the pressure and paralysis are due 
to circulatory disease. Although an aneurysm in the 
chest is considered a contraindication to bronchoscopy, 
there are times when its existence is not a certainty, 
and bronchoscopy is necessary to rule out pressure 
in this area. However, bronchoscopy must be done 
with great care to prevent penetrating an eroded area. 
If cases are carefully worked up by an internist 
and conferences and consultations are held, there is 
no excuse for this accident. 


It is not unusual to find extreme hoarseness and 
left vocal cord paralysis in carcinoma of the lung. 
This undoubtedly is due to infiltration of the bronchial 
glands, but lymphomas of other types may also be 
the cause. 
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Tuberculosis should also be considered in cases 
of enlarged nodes and shadows around the hilar area, 
as enlarged tuberculous glands produce hoarseness 
without interfering with the larynx organically. Exten- 
sive adhesions and scarring near the pulmonary apices, 
which are healed areas of tuberculosis, may also affect 
the recurrent laryngeal nerve, resulting in unilateral 
paralysis of the larynx. 

Hoarseness without any other symptoms often 
may be caused by a large substernal thyroid extending 
down into the left mediastinum. 


Carcinoma of the esophagus may spread and in- 
volve the laryngeal nerve. A history of difficulty in 
swallowing in addition to hoarseness makes investi- 
gation of the esophagus imperative, both radiographi- 
cally and directly. 

I stated above that the left vocal cord is more 
frequently involved than the right because of the longer 
course of the left laryngeal nerve. Some of the con- 
ditions which may involve it are myocardial disease, 
mitral valvular disease, dilatation of the left ventricle, 
or enlargement of the left atrium. Ventricular or 
atrial enlargement may result in pressure of the left 
lung against the arch of the aorta and involve the 
left recurrent laryngeal nerve. Aortic aneurysm is 
frequently a cause of left vocal cord paralysis. 


Pulmonary and mediastinal diseases that may 
cause paralysis of the left recurrent laryngeal nerve 
include carcinoma or sarcoma of the lung, especially 
at the root or in the apical areas, thickened pleura 
at the upper and middle portions of the lung, and 
tuberculosis—tuberculoma, extreme scarring of the 
apex of the lung, or enlarged and calcified mediastinal 
nodes near the trachea and hilar areas. The recurrent 
nerve may also be affected by primary mediastinal 
tumors; secondary metastases to mediastinal lymph 
glands from lesions in adjacent and distant organs, 
as the breast, pelvis, and rectum ; and substernal thyroid 
enlargement. 


Of the esophageal causes of left laryngeal nerve 
paralysis the most frequent is carcinoma. Extreme 
dilatation of the esophagus secondary to achalasia 
has also been reported as a cause. 


In paralysis of the right vocal cord apical lesions 
must be looked for. These include carcinoma, tubercu- 
loma, tuberculous scarring, and aneurysm of the in- 
nominate or subclavian artery. Involvement of both 
laryngeal nerves by a large aortic aneurysm has also 
been reported.? The right laryngeal nerve is fre- 
quently affected by carcinoma of the upper esophagus. 
I can recall one case of right vocal cord paralysis in 
a female patient, aged 75, who had hoarseness and 
difficulty swallowing. On esophagoscopy a carcino- 
matous lesion was found at the cricopharyngeal junc- 
tion of the esophagus. 


I cannot overstress the importance of the fact 
that even though the radiographic finding is negative, 
bronchoscopic and esophagoscopic investigation of 
vocal cord paralysis should be performed. In paral- 
ysis of the left vocal cord, bronchoscopy is especially 
important ; in paralysis of the right vocal cord, esopha- 
goscopy is necessary; both should be included in any 
work-up. 


CONCLUSIONS 


In patients complaining of hoarseness in whom 
direct laryngoscopy shows paralysis of either the 
right or left vocal cord, bronchoscopy and esopha- 
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goscopy should be carried out under the guidance of careful study should be made of the circulatory system. 


an internist. 


In all cases of vocal cord paralysis the anatomy 
of the laryngeal nerves should be reviewed; the neck, 
mediastinum, and lungs should be evaluated; and a 


The problem of hoarseness is often a difficult 
one to solve and requires all the skill and judgment 
of the peroral endoscopist, the internist, and_ the 
surgeon. 


1813 Pine St. 
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DISCUSSION 


Laurence Houts, D.O., F.O.C.O., Long Beach, Calif.: Dr. 
Leuzinger has presented a very concise description of the 
etiology and diagnosis of the type of hoarseness produced by 
neurologic and space-occupying lesions. However, there are 
other very common conditions which I think would be well 
worth presenting at this time to clarify the conception of this 
important subject. 

Chronic laryngitis must be considered as a cause for 
hoarseness. Chronic laryngitis occurs in adult males about ten 
times as often as in adult females and about twenty-eight times 
as frequently as in children. Sex hormones, puberty, pregnancy, 
and endocrine disturbances all enter into this problem. Un- 
questionably the greatest of all causes of chronic laryngitis is 
using the voice too much. 

The use of tobacco and alcohol contribute to hoarseness, 
as do war gases and other vapors, air-borne and blood-borne 
infections, lack of personal hygiene, climate, environment, 
systemic disease, allergy, trauma and misapplied medicants. 

Tumors of the vocal cords and irregularities of the ap- 
proximating surfaces of the cords due to ulcerations and other 
conditions must be considered. 

Laryngoscopy, bronchoscopy, and esophagoscopy in con- 
junction with adequate consultation with the neurologist, in- 
ternist, and thoracic surgeon are indeed valuable adjuncts in the 
consideration of hoarseness. 

I wish to express my deep appreciation to Dr. Leuzinger 
and to the College of Surgeons for the opportunity to con- 
tribute to the discussion of this very important subject. 
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Lloyd A. Seyfried, D.O., F.O.C.O., Detroit: One can find 
little with which to take issue in Dr. Leuzinger’s excellent pre- 
sentation of the very difficult subject of laryngeal paralysis and 
of the neurogenic mechanism responsible for its production, or 
in his conclusions regarding the pathologic conditions in the 
neck, thorax, or esophagus which may be responsible. As a 
laryngologist, rather than an endoscopist, I leave the use of 
bronchoscopy and esophagoscopy to reveal otherwise obscure 
pathologic conditions in the chest or esophagus to others. 

I have chosen, therefore, to make a few additions to Dr. 
Leuzinger’s paper which I feel are of considerable clinical sig- 
nificance, especially to those doing general surgery. First of 
all, in abductor paralysis in which the larynx is paralyzed shut 


in midline or intermediate position, paralysis of the larynx is 
not necessarily paralysis of phonation. As a matter of fact, as 
Dr. Leuzinger pointed out, a patient with a paralyzed vocal cord 
may have a very good voice as long as the cricothyroid muscle, 
supplied by the superior laryngeal nerve, is not involved. Many 
people with good voices have unsuspected unilateral abductor 
paralysis. Most cases of bilateral recurrent paralysis occurring 
after thyroid surgery are probably due to damage of the recur- 
rent laryngeal nerve supplying the opposite functional cord. 
Damage to this nerve can occur from cicatricial contracture as 
well as from actual crushing or division of the nerve during 
the operative procedure. The resultant asphyxia usually requir- 
ing urgent tracheotomy needs no discussion here. To assure 
maximum protection against this complication, mirror examina- 
tion of the larynx should always be made to determine the state 
of motor function of the vocal cords prior to any operation on 
the thyroid gland or deep surgery in the neck. 

As a second addition to Dr. Levzinger’s paper I should like 
to re-emphasize what ought never to be forgotten—that per- 
sistent hoarseness is the chief warning symptom of laryngeal 
cancer. Even though Dr. Leuzinger purposely omitted a dis- 
cussion of tumors, they cannot be ignored in any consideration 
of hoarseness. Hoarseness occurs as the first and cardinal 
symptom in almost all of patients with cancer of the intrinsic 
larynx. Patients with cancer of the extrinsic larynx, however, 
do not present hoarseness as the first symptom but usually 
present it as a secondary symptom after the tumor has invaded 
the intrinsic larynx or has displaced the larynx. Cancer, partic- 
ularly in the region of the anterior commissure, which may be 
hidden by an overhanging epiglottis, may be missed by mirror 
examination, and direct examination of the larynx with the 
anterior commissure laryngoscope is the only practical means 
of visualizing and diagnosing this important and potentially 
deadly cause of hoarseness. 

Of great importance in the consideration of paralysis and 
the reason for introducing cancer into the discussion is the 
arytenoid fixation which may occur. Small cancers or even in- 
flammatory lesions such as perichondritis in the region of the 
arytenoid cartilage will produce fixation of the involved aryte- 
noid resulting in immobility of the cord which is frequently 
mistaken for paralysis. Differential diagnosis can be made only 
be palpating the arytenoid cartilage with a laryngeal prohe 
under direct vision. Often palpation will reveal an early cancer 
of the arytenoid cartilage in the postcricoid space which is 
responsible for the fixation and immobility of both arytenoid 
and cord. Direct laryngoscopy with palpation is, therefore, es- 
sential in complete evaluation of the hoarseness. 

In conclusion, I wish to congratulate Dr. Leuzinger on his 
orderly and clear presentation of the mechanical and pathologic 
mechanisms of hoarseness. 
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Hysteropexy—Its Surgical Application 


WILLIAM G. STAHL, D.O., F.A.C.O.S. 


The surgical philosophy of the physician is 
given a practical test by the means with which he 
preserves healthy tissue for the patient. An often 
used premise for hysterectomy—“a congested uterus 
will have to come out sooner or later”—is now be- 
ing more closely scrutinized by surgical depart- 
ments in an obvious attempt to direct the thinking 
and practice of surgeons to more conservative 
procedures. 

THERAPEUTIC INDICATIONS 


Hysteropexy is usually a successful operation 
‘or the patient, providing proper indications are 
present to justify its application; hence, a conserv- 
ative attitude is to be assumed when approaching 
ihe problem of management of a case of abnormal 
uterine position. It is estimated that the uterus of 
approximately one out of every five women is 
abnormally positioned. The condition may be either 
congenital or acquired. Is is for the examiner to 
determine how important a factor the condition 
may be in a given pathologic pelvic state. 

The abnormally positioned uterus is frequently 
complicated by varying degrees of descensus, by 
congestion or inflammation of the tubes and broad 
ligaments, and by circulatory disturbances and/or 
cystic enlargements of the ovaries. Symptoms may 
well be due to accompanying pathologic conditions 
rather than to the uterine displacement, and atten- 
tion to the accompanying condition can give relief. 
It does not necessarily follow that the pathologic 
state of the adnexa is a result of the uterine mal- 
position, since all degrees of adnexal congestion are 
encountered when the uterus is in the correct 
position. 

In retroposition of the uterus with accompany- 
ing persistent low backache, elevation of the uterus 
to an anteverted position and holding it in place 
with a pessary may result in subsidence of the 
backache. If this occurs, it may properly be assumed 
that a more permanent measure such as surgical 
suspension is indicated, providing a reasonable trial 
of conservative therapy by pessary support has not 
proved corrective. 

In the management of cases of retrodisplace- 
ment the following points should be kept in mind: 

1. Many cases are asymptomatic and require 
no treatment. 

2. Symptoms may be due to accompanying pel- 
vic conditions and will disappear when the condi- 
tions are corrected. 

3. Conservative care may suffice, and it should 
he tried before operative treatment is considered. 

Conservative measures in management include 
reposition of the uterus bimanually, with or without 
the aid of traction on the cervix by a tenaculum ; 
use of pessaries ; assumption of the knee-chest posi- 
tion and other exercises by the patient; insertion 
of tampons, et cetera. The success of such measures 
depends largely on the degree of relaxation of the 
uterine supports. If the supporting ligaments and 
the perineum are not unduly relaxed and the uterus 
is not bound down by adhesions from an old pelvic 
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inflammation, much may be accomplished by intelli- 
gent conservative treatment. When, however, the 
uterus is hypermobile and its natural supports allow 
it to move too freely in all positions in the pelvis, 
there is little to be gained by nonoperative meas- 
ures. The slack in the uterine supports must then 
be taken up, and this is a surgical problem. 

Interestingly enough, symptomatic displace- 
ment of the uterus usually occurs in women 35 
years of age and younger, while in older women 
asymptomatic displacement, which seldom needs 
either conservative or surgical treatment, is the 
rule. 

METHODS OF SURGICAL CORRECTION 


The objective in surgical correction of uterine 
retrodisplacement is reconstruction of the uterine 
supports so as to hold the fundus up and forward 
with the cervix backward. The tissues making up 
the uterine supports which are useful to the sur- 
geon in correcting the uterine displacement include 
the round ligaments, the uterosacral ligaments, the 
cardinal ligaments, the pubocervical fascia, and the 
perineum. 

In abdominal procedures, the round and utero- 
sacral ligaments are utilized. The cardinal liga- 
ments, pubocervical fascia, and the perineum are 
utilized in the vaginal procedures, in addition to the 
round ligaments and the uterosacral ligaments. 

The operations which may be used in the cor- 
rection of uterine retrodisplacement include : 

1. Ventrofixation (Olshausen and Kelly, 1885) 


2. Intra-abdominal plication of the round liga- 
ments: 

Folding the ligaments on themselves (Mann, 
1895) 

Severing the round ligament % inch from 
the internal ring and resuturing at the usual uterine 
attachment, plicating with the distal segment 
(Snyder) 

Plicating on the front of the fundus (Wil- 
lis, Coffey) 

Plicating on the back of the fundus (Kline, 
Webster-Baldy) 
hof) Ventral suturing of the round ligaments (Neu- 

Transplantation of the round ligaments into 
the abdominal wall leaving free bands in peritoneal 
cavity (Gilliam) 

Transplantation of round ligaments without 
leaving free bands in peritoneal cavity (Crossen- 
Gilliam) 

Shortening of the uterosacral ligaments 


3. Vaginal procedures : 
Shortening of round and uterosacral liga- 
ments 
Elevation of pubocervical fascia 
Watkins-Wertheim interposition operation 
Manchester-Fothergill operation 


4. Perineal repair of the pelvic sling. 
In selecting the proper surgical procedure for a 
given case the practical considerations relating to 
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each should be borne in mind. If ventrofixation of 
the fundus wherein the fundus is sutured to the 
peritoneum or the fascia or any of the vaginal plas- 
tic operations are performed in patients of child- 
bearing age, sterilization should be included, for 
these operations are not compatible with pregnancy. 


PLICATION OF ROUND LIGAMENTS 


Plication of the round ligaments is most suc- 
cessful in the less severe degrees of retrodisplace- 
ment, where the round ligaments are well developed 
at the distal ends, and when the procedure is accom- 
panied by shortening of the uterosacral ligaments 
and repair of the perineum, if it is relaxed. 

The Webster-Baldy technic consists of pulling 
the round ligaments through the broad ligaments 
and suturing them to the posterior fundal surface. 
This should not be done in the presence of vari- 
cosities of the broad ligaments, which are fre- 
quently in retrodisplacement. It is believed that this 
may result in injury to the enlarged veins, with the 
possibility of subsequent embolus. If the opening in 
the round ligament is not sutured tightly, hernia- 
tion of the small intestine may occur. Because of 
this possibility some surgeons do not perform this 
operation. 

The lateral or forward pull exerted by the round 
ligaments after their surgical alteration must also 
be considered. It is felt that if the pull can be made 
directly toward the central abdominal wall, the 
fundus will be more securely held in position. With 
this in mind, Gilliam brought the round ligaments 
out through the peritoneum, muscle, and fascia and 
sutured them together over the fascia. This pro- 
cedure is much used today, but it has two marked 
disadvantages. First, it leaves an opening between 
the distal round ligaments and the peritoneum 
through which a loop of intestine may pass and 
become strangulated. Second, the presence of the 
sutured round ligaments under the skin can produce 
discomfort. 

To eliminate these drawbacks, Crossen modi- 
fied the Gilliam procedure by drawing the round 
ligaments through an opening in the peritoneum 
just medial to the internal inguinal ring, then 
through the muscle more medially, suturing them 
together under the fascia. In the closure, he sutured 
the ligaments securely to the undersurface of the 
fascia. The Crossen-Gilliam technic appears to me 
to be one of the most satisfactory methods for cor- 
recting uterine retrodisplacement. It utilizes the 
uterine ends of the round ligaments, which are 
usually the better developed ones; the peritoneal 
exit of the ligament draws toward the midline, 
which eliminates the potential opening through 
which abdominal viscera may herniate; and the 
ligaments exert the more desirable forward, rather 
than lateral, pull. In addition, the procedure is quite 
compatible with subsequent pregnancy. 


Any of the foregoing procedures is to be sup- 
plemented by shortening of the uterosacral liga- 
ments and the repair of a relaxed perineum. 


VAGINAL OPERATIONS 


Vaginal operations for retrodisplacement may 
be used in selected cases. The great advantage of 
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vaginal procedures is that they produce little shock 
and therefore may be more safely applied in older 
and obese females. They have the great disadvan- 
tage that only limited work can be done on any 
accompanying pelvic lesion, and conditions above 
the pelvis cannot be treated at all. The round liga- 
ments can be plicated onto the fundus or attached 
to the vaginal fascia. The uterosacral ligaments can 
be shortened. The adnexa can be removed in many 
cases.’ 

The Watkins-Wertheim interposition operation 
is useful in cases in which the uterus is small and 
freely movable, with accompanying cystocele and 
little descensus of the cervix. Careful evaluation of 
the cervix and fundus should be made, preferably 
by means of diagnostic dilatation and curettage 
followed by an immediate tissue study. 


The Manchester-Fothergill operation, in which 
the cardinal ligaments are drawn across in front of 
the cervix, will aid in maintaining a backward posi- 
tion of the cervix. 


The elevation of the pubocervical attachment 
to the uterus is satisfactory in simple, moderate 
retrodisplacement of a small, freely movable uterine 
fundus. In this procedure the bladder is separated 
upward from the anterior vaginal wall and the 
uterus, and the pubocervical fascia is reattached to 
the uterus above the pivotal area. As in the ab- 
dominal procedures, vaginal operations are com- 
pleted by repair of a relaxed perineum. 


Concomitant pathologic lesions of the adnexa 
obviously may alter anticipated surgery when 
viewed and palpated directly at operation. Such 
previously unsuspected conditions should then be 
properly treated according to the best judgment 
and skill of the surgeon. Endometriosis in patients 
in the early childbearing age, segmental ileitis or 
colitis, early asymptomatic cancer of the pelvis or 
intestines, and hydrosalpinx are a few of the more 
common conditions which may alter otherwise care- 
fully planned surgery. To do less than is proper is 
a reflection on the judgment and skill of the surgeon. 


In some instances such additional procedures in 
abdominal approach as presacral neurectomy for 
severe dysmenorrhea, partial resection of the utero- 
sacral ligaments for adnexal pain, thorough abdom- 
inal exploration, and appendectomy should be con- 
sidered and applied as indicated. 


SUMMARY 


1. The suggestion has been made that the sur- 
geon consider more carefully the preservation of 
normal tissue by correcting uterine position rather 
than by removing the uterus. 

2. Conservative treatment has been discussed 
briefly. 

3. Consideration has been given to some ac- 
ceptable abdominal and pelvic surgical procedures 
for hysteropexy. 

4. Other procedures have been pointed out 
which may be performed as indicated in conjunction 
with hysteropexy. 


1410 N. Garey Ave. 
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H. E. Lamb, D.O., F.A.C.O.S., Denver: In his paper Dr. 
Stahl makes the following statement: “It is estimated that the 
uterus of approximately one out of every five women is ab- 
normally positioned. The condition may be either congenital or 
acquired.” It is my considered opinion that the differentiation 
between congenital and acquired retroposition of the uterus is 
the most important single factor to be determined in any dis- 
cussion of the indications for hysteropexy. 

Sturmdorff* states, “In seeking to establish a constant 
pathognomonic factor it is necessary to recognize that malposi- 
tion does not represent simply a congenital uterine retroversion 
but a congenital retroversion of the entire pelvis with the re- 
sultant compensatory dystopia of its contents.” If this is true, 
the problem with which the surgeon is faced is to determine 
first of all the degree, if any, of retroversion of the entire 
pelvis. In individuals with a normal spinal contour the axes of 
the abdominal and pelvic cavities form almost a right angle, 
while in cases of pelvic retroversion there is a marked flattening 
of the sacrovertebral angle resulting in an approximation of 
these axes toward the vertical so that the thrust of intra- 
abdominal pressure is expended in a more direct line on the 
pelvic viscera. The flattening of the sacrovertebral angle is 
regularly evidenced by corresponding obliteration of the normal 
lumbar curve. The obliteration of the normal lumbar curve and 
its resultant approximation to the vertical constitutes a diag- 
nostic index in differentiating congenital from acquired retro- 


displacement of the pelvis and with it the retrodisplacement of: 


the uterus. To obtain this measure, the patient, with the back 
exposed, assumes her natural standing attitude while the edge 
of an ordinary 18-inch desk ruler is held vertically in contact 
with the most prominent spinous processes of the dorsal and 
sacral convexities, spanning the intervening lumbar hollow. The 
distance in millimeters from the deepest point of this hollow to 
the edge of the ruler represents the index. (Figs. 1A and IB). 

Sturmdorff* states that in observation of an extensive series 
this index ranged from 12 to 45 mm. An index in excess of 45 
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mm. indicates pathologic lordosis, a condition the opposite to 
that under consideration. An index of 30 mm. marks the ex- 
treme minimum compatible with normal anteversion of the 
uterus. If the index is less than 25 mm., existence of congenital 
retroversion may be positively predicted in nearly every case 
prior to bimanual verification, regardless of multiparity and 
other complicating factors that obliterate the differentiating 
criteria formulated by Barber and Watson.” 

According to Sturmdorff,’ application of this lumbar index 
will establish as congenital more than one half of all cases of 
r2troversion, complicated and uncomplicated, instead of the one 
fifth heretofore accepted. It must be emphasized that congenital 
retroversion as such is essentially only a part of a compensatory 
adaptation of the pelvic contents to abnormal static conditions 
through unstable spinal poise and that the depth of the lumbar 
hollow is the relative measure of the sacrovertebral angle, that 
the degree of sacrovertebral angulation determines the dip of 
the pelvis, and that a certain degree of pelvic dip is essentially 
normal. Under normal development erect posture is obtained 
by flexure of the lumbar spine, the pelvis maintaining an in- 
clination of 60 to 65 degrees, and the tip of the coccyx being 
on the level of the lower border of the symphysis pubis 
(Fig. 2). 

With abnormal developments or conditions the upright 
pose is induced principally by an upward and backward rotation 
of the pelvis on the hip joints, carrying the axis of its inlet 
toward the vertical from the horizontal line. In such a vertical 
pelvis the only tenable position for the uterus is one of retropo- 
sition (Fig. 3). 

The whole clinical import of congenital retroversions is 
centered in their intrapelvic and extrapelvic complications and 
not in the uterine displacement as such. The continuous atti- 
tudinal strain on the sacroiliac joints and the sacrospinalis and 
iliopsoas muscles induces pelvic symptoms that are generally 
attributed to retroversion. If, then, congenital retroversion is a 
compensatory necessity, it follows that any procedure which 
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converts such a retroversion into an anteversion converts a 
compensated visceral equilibrium within the pelvic cavity into 
a decompensated one. It cannot be overemphasized that the pa- 
tient with uncomplicated congenital retroversion suffers through 
a constant attitudinal strain in maintaining unstable skeletal poise 
within the lines of gravity, the congenital retrodisplacement 
of the uterus being an accompaniment and not the cause of 
suffering. Treatment of these cases must be based on purely 
mechanical and orthopedic principles. 

In order to understand the mechanics of retroversion of the 
uterus which are associated with retroversion of the pelvis it is 
necessary to understand how the uterus is maintained in its 
normal position. The poise of the uterus is necessarily oscillat- 
ing, the fundus traversing an anteroposterior arc whose limits 
extend from the symphysis pubis to the sacral promontory. The 
axis of this oscillation is at the cervicocorporeal junction, its 
pivotal fixation secured by the so-called cardinal ligament 
(Fig. 4). 

The round ligaments tend to subserve uterine support only 
insofar as they limit the essential mobility of the uterus to a 
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normal range. They maintain poise, but not support. They can- 
not lift the uterus because the insertion at the fundus is nor- 
mally above their pelvic attachment; hence their pull on the 
fundus is downward and forward. Every uterus freely movable 
at the normal pelvic level is in normal poise at any point in its 
arc of transit from the symphysis to the sacral promontory. 
Normal pelvic level of the uterus is maintained through the 
action of an intact levator muscle. Whether the uterus oscil- 
lates from the promontory of the sacrum toward the symphysis 
as in congenital retroposition, or vice versa, as in the norma! 
state, is clinically unimportant so long as the elevation of the 
pivotal point, which is determined by the plane of the levator 
junction, is at a normal level. Poise is unimportant; elevation 
is essential. 

In summary, then, congenital retropositions should not be 
corrected. Acquired retroversions without descensus, resulting 
from levator impairment, are corrected by levator myorrhaphy 
The backward and downward rotation of the pelvis elevates 
the pubes and lowers the sacrum, the sacrum thus forming the 
posterior instead of the upper wall of the pelvic cavity. This 
change in position necessarily alters the mechanics of the sacro- 
uterine ligaments, their horizontal pull tending to hold the 


uterus backward against the depressed sacrum instead of sus- 
Further- 
thrusts 


pending it from above, as in the normal individual. 
more, intra-abdominal pressure, inadequately deflected, 
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the loose intestinal coils into the pelvic cavity and against the 
anterior surface of the uterus, crowding it into the space of 
least resistance offered by the sacral hollow. To put it tersely, 
every fixed abnormal pelvic tilt must create a corresponding 
abnormal uterine tilt. 

Operative gynecology to date records over 100 detailed 
methods for correction of uterine retrodisplacements. Every 
one of these methods, at the hands of its promulgator, will un- 
doubtedly convert the uterus from retroposition to anteposition, 
but notwithstanding their faultless uterine poise, many of these 
patients will continue to suffer as before and some will suffer 
more. 

As was pointed out earlier, according to Sturmdorff, 50 per 
cent of retroversions of the uterus are congenital, that is, they 
are due to an abnormal posture or retroversion of the pelvis. 
He states further that a uterus congenitally retroverted before 
conception takes place in it will invariably resume its retro- 
verted position after delivery, when the demonstration of 
minus index will reveal the congenital nature of the displace- 
ment. Since over half of all complicated and uncomplicated 
retroversions are congenital, instead of the one-fifth heretofore 
accepted, it can be expected that 50 per cent of the operations 
to correct retroversion will fail irrespective of the type of sur- 
gical procedure. 
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Even though the uterus may be maintained in an anteflexed 
position, the retrodisplacement of the pelvis will create the clin- 
ical symptoms usually ascribed to retroversion. Strain on the 
sacroiliac joint, the sacrospinalis, and the iliopsoas is the real 
cause of the pelvic symptoms that are generally attributed to 
the retroversion. 


1, Sturmdorff, A.: 
Jdelphia, 1919, p. 154. 
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Baldy" states: “In my opinion nine-tenths of the operations 
performed on women for retrodisplacements are uncalled for; 
and, further, the possible number of retrodisplacement opera- 
tions performed in this country is limited only by the number 
of females in existence.” 
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Bladder Problems in the Female 


H. WILLARD STERRETT, Jr., D.O. 


INTRODUCTION 
One of the most distressing symptom-complexes 
centers around the urinary bladder of the female pa- 
tient. Age does not seem to be a factor, as females at 
any age, from early childhood to senility, are troubled 
with various bladder manifestations. For the most part, 
the symptoms are recognized as specific entities and 
respond to the necessary, appropriate treatment. How- 
ever, there is a large group of women and children that 
presents a symptom-complex of frequency, urgency, 
burning, and dribbling on urination that does not seem 
to respond to the conventional approaches to treatment 
for this so-called cystitis. It is for this latter group of 
individuals that this paper is written, with the hope of 
reporting and stressing the need for a ‘thorough evalua- 
tion of the patient and careful analysis of the etiologic 
factors. 
CLASSIFICATION 


An attempt to classify the various symptoms asso- 
ciated with this problem of cystitis would meet with 
controversy from the start. For the sake of simplicity, 
three main groups will be considered: (1) primary le- 
sions directly associated with the urinary bladder, (2) 
secondary lesions affecting the bladder from direct 
urinary association, and (3) extravesical or extrauri- 
nary causes for bladder symptomatology. 


PRIMARY BLADDER DISEASES 

This large group of primary bladder diseases in- 
cludes the acute bacterial infections, calculus disease, 
tumors, chronic recurring infections, and parasitism. 
ach of these conditions has its own basic symptoma- 
tology and clinical course, and, if uncomplicated, con- 
ventional laboratory tests easily identify or aid in estab- 
lishing the correct diagnosis, which allows proper treat- 
ment to be instituted. Hematuria is not always an early 
symptom and, in the case of tumor, may appear as a 
spontaneous, late, or almost terminal symptom. On the 
other hand, in calculus disease, the symptom-picture 
of urgency, frequency, dysuria with intermittent hem- 
aturla may very well be the same one encountered 
in acute bacterial cystitis, whether primary or second- 
ary. The primary bladder diseases do not require any 
extensive discourse at this time since the diagnosis, 
once made, usually indicates the plan of treatment. 

SECONDARY BLADDER DISEASES 


_ This group of disorders includes those symptoms 
rferable to the bladder which actually originate from 
a primary condition higher in the urinary system or 
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below the bladder level. Any number of renal problems 
may appear, particularly tuberculosis, calculus, tumor, 
stricture of the ureter, pyelonephritis, or ureteric ob- 
struction with hydronephrosis or pyonephrosis. These 
renal or ureteric conditions often cause pain to be re- 
ferred down into the bladder; in the absence of pain, 
they tend to stimulate vesical contractions with result- 
ing increased frequency of micturition. Tuberculosis 
of the kidney will occasionally extend directly to the 
bladder, and infrequently a bladder implant of tumor 
originates in the kidney. 

The diseases below the bladder level that tend to 
manifest the same symptoms as those above include 
urethral stenosis, pinhole meatus, urethral caruncle, 
urethral diverticulum (with or without calculus), and 
congenital lesions such as valves at the internal urethral 
sphincter level. 

Each of these diseases, if a careful physical exami- 
nation and history are taken, can be identified without 
too much real difficulty. Cystoscopy and radiographic 
aids are almost essential for a complete evaluation. 
Once the condition is identified, treatment is instituted 
accordingly. 


EXTRAURINARY DISEASES 


A large number of bladder symptoms that originate 
from causes not directly associated with the urinary 
tract are frequently missed by the general practitioner 
and general surgeon. These conditions are the chief 
concern of this paper. Patients falling in this group are 
invariably discouraged and usually have shifted from 
one physician to another for various forms of treat- 
ment. Almost inevitably there is a single complaint of 
increased urinary frequency or, occasionally, a pressure 
sensation in the bladder. Clinically, they may have no 
systemic signs such as fever, loss of weight, or obvious 
pain or discomfort; the history does not necessarily 
reveal too much. However, careful questioning may 
give a clue that the problem is not primarily a urologic 
one but is secondary to some other lesion. 

The contributing factors in this group may be sub- 
classified as follows: 


1. Direct vaginal effects: (a) cystocele, (b) recto- 
cele, ( c) hooded clitoris or adherent prepuce, and (d) 
vaginitis. 

2. Pelvic organ effects: (a) pelvic inflammatory 
disease, (b) uterine position: anteversion, anteflexion, 
or retroflexion, (c) uterine or ovarian tumors, and (d) 
low-lying cecum syndrome. 


In this paper I shall not discuss how to take a 
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history and complete a physical examination ; however, 
I shall point out that some symptoms are often over- 
looked in the physical examination. The presence of 
infection often intensifies or changes the symptoms of 
simple increased frequency or pressure sensation to 
those of burning, urgency, and the sensation of incom- 
plete micturition. Dribbling may not always be present, 
but it often appears in conjunction with urgency. 
Tumors, if present, may be associated with hematuria 
or a superimposed urinary infection. 

After the patient has been properly prepared and 
abdominal examination completed, I request her to 
empty her bladder completely into a glass container 
supplied for this purpose. The patient is permitted to 
go to the toilet and void, and the specimen is brought 
back to the nurse for further analysis. Gross inspection 
gives considerable information, and notation is made as 
to whether the urine is clear, cloudy, alkaline or acid, 
bloody, or containing mucous shreds or vaginal debris 
or secretions. 


After. gross inspection, a complete urinalysis is 
done. The patient is then placed in the lithotomy posi- 
tion, a gross inspection of the vagina is made, and any 
vaginal discharge or local excoriation is noted. This 
procedure is probably carried out routinely by every 
physician and surgeon; however, it has been my ex- 
perience that the “orphan of the vagina,” the clitoris, is 
probably the most frequently overlooked organ of the 
body. Whether it is a question of actual neglect, em- 
barrassment on the part of the physician, or fear of 
embarrassing the patient is difficult to say, but rarely is 
the clitoris examined until some specific reason requires 
it. This is quite unfortunate, because many times a 
hooded clitoris is not recognized or even considered as 
a cause of urinary frequency, enuresis, nervousness, 
irritability, backache, and a host of other simple symp- 
toms. There may be adhesions between the prepuce 
and the clitoris with a collection of smegma, which 
causes itching, subconscious scratching, and other ma- 
neuvers to relieve the vague discomfort. Sooner or 
later the patient discovers that voiding seems to relieve 
the problem, and urinary frequency begins. Actually 
it may be the wiping of the urethra after micturition 
that relieves the clitoral discomfort. 


After inspection of the clitoris, the urethra should 
be examined, and the bladder should be checked for 
residual urine. A rather large rubber urethral catheter 
should be used to catheterize the patient. Local anes- 
thetic jelly, 2 cc., can be employed if desired; this is 
inserted with a syringe connected to a Pomeroy ear tip. 
This latter is smooth and rounded at the end, and I 
have calibrated it so that when it is inserted halfway 
into the urethra there is a lumen of 15 F, when inserted 
to the hub the lumen is 20 F, and including the hub 
there is a 22 F urethral canal. The catheter should 
gradually be inserted, pushing the jelly ahead of it and, 
in the process, any tendency toward urethral stenosis 
is noted. The average female urethra should com- 
fortably tolerate a no. 26 sound. 

Once the anesthetic jelly has been inserted, ap- 
proximately 2 or 3 minutes are required for it to have 
its maximum analgesic effect, and then a no. 22 or no. 
24 urethral catheter can be inserted into the bladder 
and all residual urine recovered. This is quite impor- 
tant, since frequently, in the more advanced cystoceles, 
diverticula, and the like, the rather large amount of 
urine which is recovered after the patient has already 
voided several ounces is surprising. In urethral stric- 
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ture or stenosis, it may be impossible to introduce the 
catheter into the bladder, and this is a sufficient clue to 
the presence of a pathologic condition. 


Before withdrawing the urethral catheter, one final 
test is imperative—checking for a diverticulum by pal- 
pating the course of the catheter in the urethra as it 
goes into the bladder. There should be a smooth con- 
tour along the roof of the vagina and no discomfort to 
the patient as the finger follows the urethral course. 
However, in the case of a urethrocele or diverticulum, 
there is a soft bulging mass, which may be of varying 
size and is easily palpable; on mild pressure it will 
diminish in size. Furthermore, as this pressure is ap- 
plied, particularly if the index finger is kept proximal 
to the mass with a pressure over the sphincter and the 
middle and ring fingers used to apply pressure, urine or 
even purulent material can be expressed through the 
urethra. In a small percentage of cases where there 
is chronic infection of the diverticulum, calculi will 
form and cause severe dysuria. 


I had occasion to operate in such a case last year. 
A 50-year-old Negro had complained of burning and 
urinary frequency since 1939, had been registered in 
several clinics over the past years, and had received 
many varieties of treatment for cystitis. She was finally 
labeled a neurotic and chronic complainer. Then, as so 
often happens, she registered in the clinic of the Phila- 
delphia College of Osteopathy and was referred to the 
genitourinary service. At the time of her first visit, she 
received the conventional cystoscopic examination with 
ureteric catheterization, and the only finding was sub- 
acute trigonitis. However, immediately prior to re- 
moval of the cystoscope, digital examination along the 
instrument in the urethra revealed two quite large and 
tender masses that seemed to grit alongside the metal 
sheath. A diagnosis was made of urethral diverticulum 
with calculi, and after subsequent cystograms and 
urethrograms, a diagnosis was established of two di- 
verticula with a calculus in each. After surgical therapy 
this patient made a splendid recovery, and at present 
she is being observed periodically to guard against post- 
operative stricture at the site of resection of the neck 
of the diverticula, but at this time she is symptom free 
for the first time in many years. 


After the presence of residual urine is determined, 
inspection is continued for the presence of cystocele or 
rectocele. Following this a speculum examination is 
made, and the cervix is directly evaluated for cancer, 
infection, et cetera. During this phase of the examina- 
tion it is quite important to ascertain that there is no 
cervical stenosis that may result in back pressure on the 
uterus and interfere with menstruation or help to create 
generalized pelvic congestion. If the bimanual pelvic 
examination was not completed at the time of checking 
the urethra, it should be ‘completed at this time. 


In those cases that have been rather stubborn in 
responding to treatment, another procedure should al- 
ways be carried out, especially when increased mo- 
bility of the uterus has been noted, or when it tends 
to be anteverted or anteflexed. The examining finger 
should be inserted into the vagina and the position of 
the uterus noted. Without removing the examining 
finger, the physician requests the patient to raise her- 
self gradually to a sitting position; this is easily done 
on an examining table with a cutout portion for vaginal 
examinations. As the patient assumes the sitting posi- 
tion, the position of the uterus is again noted, especially 
if it begins to press on the bladder, as often happens. 
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The patient should then assume a standing position and 
the findings be noted. In completing the examination 
in this manner, many transitory changes in uterine 
position are noted, and occupational causes of fre- 
quency can be explained. In the sitting position there 
may be insufficient uterine pressure to diminish the 
vesical capacity. However, when the patient stands, es- 
pecially for a long time, the full weight of the ante- 
verted uterus gradually begins to press on the bladder. 
Walking and more vigorous activity are sufficient to 
relieve the effects of continued constant pressure. 

When the physical examination has been com- 
pleted and the data reviewed, careful analysis will guide 
the physician as to the next procedure. It is assumed 
that a routine urinalysis has already been completed, 
and medical disease of the kidney is not present. If it 
is present, then this should also be considered a possible 
secondary cause of urinary frequency. Low specific 
gravity of the urine, with casts, should call for further 
medical evaluation of the patient. Diabetes with sec- 
ondary polyuria also should always be considered. 

The first and most direct method for approaching 
the problem is performing excretory urography which 
gives a real clue to the true physiology of the kidneys, 
the bladder, micturition, and bladder contour. This 
study will easily demonstrate primary lesions of the 
kidney or ureteral transport of urine to the bladder. 
Mural flexibility of the bladder will also be demon- 
strated on the various films during the study, and 
much can be learned to supplement the direct cysto- 
scopic investigation. In the event that further evalua- 
tion of the renal structures is needed, retrograde pye- 
lography is of great value. If there is no need for a 
retrograde pyelogram, then certainly.a simple bilateral 
ureteral catheterization should be performed, and urine 
from the two kidneys should be separated. 

Frequently, about the time of the menstrual period, 
there will be much pelvic congestion which will include 
the intramural portion of the ureter, and ureteral 
catheterization frequently will duplicate or aggravate 
previous vague lower abdominal discomfort or pressure 
sensations which had been attributed to the urinary 
bladder. Ureteral stricture of any severity will in due 
time demonstrate its effect at the proximal portion of 
the ureter and in the renal structure above it. However, 
ureteral congestion, extraureteral adhesions and conges- 
tion, and postoperative deformity frequently do not 
demonstrate themselves on urography until they are 
well advanced, when ureterectasis or pyelectasis may 
appear. However, on clinical examination this is easily 
noted, and a few dilatations of the ureter may give dra- 
matic relief. This, of course, may require urologic con- 
sultation if the general surgeon has not had cystoscopic 
training. 


ANALYSIS OF NONURINARY CAUSES OF CYSTITIS 
Cystocele and Rectocele.— 


Cystocele, with or without rectocele, is normally a 
gynecologic problem and is treated by the gynecologist, 
who employs surgery or a vaginal support of some 
form. The chief symptom is usually a weighty feeling 
in the vagina or some mechanical discomfort from its 
outward bulging. Urinary symptoms may be absent, 
but bladder symptoms are invariably present, and usual- 
ly consist of difficulty in initiating micturition or a 
sense of incomplete emptying, frequency, urgency, and 
occasional burning, depending upon the actual amount 
of residual urine. Serious permanent damage does not 
often result, except if the residual urine should cause 
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infection which ascends to the kidney. I believe the 
only proper treatment is anterior colporrhaphy. How- 
ever, during the interval prior to surgery this condition 
may easily be benefited by local irrigations of boric 
acid or potassium permanganate. These irrigations fre- 
quently will prevent calculus formation in stagnant 
urine. 

Rectocele may be present without cystocele, and 
this also causes a bladder reaction. In such cases there 
invariably is considerable difficulty with bowel move- 
ments, and straining at stool seems to be necessary. 
Straining for any extended period causes a generalized 
increase in pelvic congestion which in time begins to 
affect the urinary bladder, causing low-grade trigonitis 
with gradual loss of vesical distensibility and increased 
urinary frequency, without any other symptoms or 
positive laboratory findings. Here again, in my opinion, 
the only treatment, aside from temporary local sooth- 
ing measures, is surgical repair of the rectocele. 


Hooded Clitoris—Mention has already been made 
of the importance of noting a hooded clitoris during 
the process of a physical examination. It is somewhat 
difficult to explain the exact nervous pathways in- 
volved in every case, but the surgical procedure of 
circumcision or, more correctly, clitoridotomy, many 
times seems easily to clear up the local irritation. This 
is particularly effective in young children with enuresis 
as well as simple urinary frequency without any other 
positive laboratory findings. 

Vaginitis —Chronic vaginitis is another frequent 
offender as a cause for frequency of urination and 
occasional burning. The vaginitis may be bacterial in 
origin with a thin, irritating, mucoid discharge that 
generously bathes the urethral meatus, leaving it 
edematous. On the other hand, vaginitis may be sec- 
ondary to a cervical lesion such as simple ulceration, 
cyst, or even cancer. This close association makes a 
vaginal evaluation imperative in any complete analysis 
of the urinary complaint. In such cases, treatment to 
the bladder per se is only local and symptomatic, where- 
as primary treatment is directed to the vaginal lesion. 


Chronic Pelvic Inflammatory Disease.— 


Probably one of the less obvious or more unob- 
trusive extraurinary conditions causing bladder distress 
is pelvic inflammatory disease. The phrase is an am- 
biguous term that, in popular usage, refers to any 
pelvic condition failing to respond to local treatment. 
It is my impression that the term primarily refers to 
congestion of the pelvic organs with respect to a boggy 
and chronically enlarged uterus, increased vascularity 
and varicosities of the broad and round ligaments, and 
chronic congestion of the fallopian tubes and ovaries. 
The etiologic factor is not necessarily a venereal dis- 
ease; from observations at the Hospital of the Phila- 
delphia College of Osteopathy I would say that only 
a very small percentage of such cases are gonorrheal in 
origin. It is somewhat difficult to understand why 
pelvic congestion develops, and space does not permit 
a lengthy discussion of the subject. However, certain 
physiologic causes can be explained as well as those 
mechanical factors that tend to impair pelvic circulation. 

Chronic pelvic congestion is frequently due to a 
frustration mechanism resulting from sexual stimula- 
tion without normal or complete orgasm. Such a con- 
dition arises in patients with a hooded clitoris or those 
normally slow to respond to sexual stimulation. In 
these cases, the male partner reaches his climax and 
leaves the female unable to complete hers. A single 
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occasion would not be cause for great concern, but 
when this occurs regularly, the pelvic congestion built 
up is never completely released and continues until the 
menstrual period, which is characterized by severe 
dysmenorrhea and other more serious and far-reaching 
effects. In such situations, if there is no anatomic con- 
dition preventing normal stimulation of the clitoris 
during coitus, treatment is basically one of sex educa- 
tion and proper timing of orgasm. 

Subinvolution of the uterus may cause impaired 
drainage to the lateral regions with development of 
varicosities of the broad and round ligaments. Often 
these are associated with inflammatory processes, and 
the ureters may be impaired by their proximity even 
though they are extraperitoneal. Such involvement may 
be simple congestion or edema with reflex stimulation 
of the bladder causing frequency of urination. If this 
condition has continued for any time, true stenosis or 
extraureteral compression will result. Naturally, in such 
cases, there are no significant urinary findings from 
routine laboratory studies; only after intravenous uro- 
graphic study or cystoscopy, with ureteral catheteriza- 
tion and duplication of the chief complaint, is a clue 
obtained to the true pathologic process. Such cases re- 
spond well to ureteral dilatations plus surgical correc- 
tion, when necessary. 

Abnormal uterine positions often cause bladder 
symptomatology. The simplest to understand are ante- 
flexion and anteversion in which the uterus rests upon 
the fundus of the bladder; when there has been pro- 
longed standing or walking, there is irritation or stimu- 
lation of the desire to void as soon as the bladder 
reaches a certain degree of filling. 

The retroflexed uterus also has its effect on the 
bladder. Normally, the cervix is in a position that does 
not cause any pressure on the bladder per se. However, 
in a mobile, retroflexed uterus, the cervix often is 
pushed anteriorly and up into the floor or trigone area 
of the bladder, resulting in a constant nudging or stim- 
ulating effect to empty the bladder. Here again, labora- 
tory tests are of no value, but intravenous urography 
does clearly demonstrate this effect on the bladder, pro- 
viding the proper erect study is made in addition to 
films taken in the conventional supine and Trendelen- 
berg positions. 

Tumors, benign or malignant, form the last of the 
causes of pelvic congestion. It is not difficult to under- 
stand how a large uterine fibroid causes mechanical 
pressure on the bladder. However, many times an alert 
physician will be able to diagnose smaller tumors in the 
early stages by a carefully elicited urinary history and 
examination. Pregnancy is a good example of pelvic 
congestion dve to uterine enlargement in which fre- 
quency of urination is the only symptom. Ovarian 
tumors have the same effect. Probably one of the most 
discouraging allied situations is endometriosis that 
seems to be particularly troublesome by causing urinary 
frequency secondary to the pelvic congestion associated 
with the disease. Carcinoma of the uterus, tube, or 
ovary may not extend directly to the bladder, but the 
size of the cancer may be sufficient to cause urinary 
symptoms. 

Treatment directed to many of these conditions, 
such as diathermy, warm douching, and Elliott treat- 
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ments, has a secondary effect upon the urinary bladder 
which also contributes to urinary frequency. There is 
local congestion caused by the heat which normally i; 
too little to cause any real damage, but when there is 
any serious degree of pelvic congestion, additional hea’ 
may be used, increased congestion of the floor of the 
bladder occurs, trigonitis is increased, and the desir 
to micturate is stimulated. 

In the event that chronic pelvic congestion fails ti 
respond to the usual conservative measures such a. 
diathermy and Elliott treatment, the bladder may be in 
a state of chronic congestion and local measures ar 
ineffective. Many patients complain more from. th: 
urgency and frequency than from the actual pelvic in- 
flammatory disease. In such cases, small doses of high 
voltage radiation therapy directed to the urinary bladde: 
and pelvic areas may improve local circulation. In on 
particular case the results were dramatic in a 26-year 
old female who had been operated on in an attempt to 
relieve frequency and pressure sensations in the bladder 
region. An exploratory procedure failed to demonstrat: 
any significant findings except pelvic congestion. 

High voltage radiation therapy has also been use! 
in our institution with encouraging results in interstitial 
cystitis or Hunner’s ulcer. 

Low-Lying Cecum Syndrome.—The final nonuri- 
nary cause of increased frequency and irritation is the 
cecal area. The most common cause is oxyuriasis and 
other types of intestinal parasitic infections. These do 
not always cause frequency, but in cases in which there 
is a low-lying cecum and chronic appendiceal irritation, 
there seems to be local inflammation which extends to 
the urinary bladder in the form of a trigonitis or 
chronic cystitis. The urinary findings invariably are 
negative, as are nearly all of the laboratory findings 
and intravenous urography. It is not until a barium 
study of the large bowel demonstrates a low-lying 
cecum and possible appendiceal involvement or until 
consideration is given to parasitism that the true diag- 
nosis is established. Appendectomy or surgical ex- 
ploration of the lower abdomen is justified in such a 
case after all other means have been explored. 


SUMMARY AND CONCLUSIONS 


Bladder problems in the female have been ap- 
proached from three standpoints: true vesical lesions, 
diseases referred from the upper tract or below the 
bladder level, and, lastly, the large group of extrauri- 
nary conditions that affect the bladder by mechanical 
contact, irritation, or reflex stimulation. 

The causative factors of the last group have been 
analyzed. Considered in this group are cystocele, recto- 
cele, hooded clitoris, vaginal infections, pelvic inflam- 
matory disease, uterine malpositions, tumors, and gas- 
trointestinal causes. 

An effort has been made to stress the importanc¢ 
of an adequate history and thorough physical examin«- 
tion in analyzing the svmptom-complex of urinary ur- 
gency and frequency. Laboratory aids should be eni- 
ployed where possible, but as a supplement to physical 
diagnosis. The treatment is relatively simple once the 
real cause has been ascertained. 
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Diagnosis and Management of Intestinal Obstruction 
GORDON S. BECKWITH, D.O., F.A.C.0.S. 


San Antonio, Tex. 


INTRODUCTION 


Intestinal obstruction is a symptom of an under- 
lying disease entity. Clinically it is such an important 
symptom that often it is the only diagnosis prior to 
laparotomy. Tumen? defines intestinal obstruction as 
a condition in which there is interference with the 
passage of intestinal content, gas, fluid, and _ solid, 
through the bowel lumen. This is a broad definition 
and one which includes obstruction due to the most 
varied etiologic factors. 

The etiology of intestinal obstruction varies with 
the author selecting the statistics and with the country 
from which the statistics are selected. McIver? re- 
ported upon 335 cases of mechanical obstruction seen 
at the Massachusetts General Hospital: 44 per cent of 
these were instances of strangulated external hernia, 
30 per cent were the result of bands and adhesions, 10 
per cent were due to neoplasm, 5 per cent to intussus- 
ception, 4 per cent to volvulus, 3 per cent to mesen- 
teric thrombosis, and 4 per cent to all other causes. 


DIAGNOSIS 


Every physician is periodically confronted with a 
patient with possible intestinal obstruction. It is im- 
perative that an early diagnosis be made to obtain the 
best results. Boyce and McFetridge® report a 5.9 
per cent mortality rate in patients operated on in the 
first 12 hours and one of 64.9 per cent for those in 
whom operation is delayed for 96 hours; however, 
these statistics were obtained before the Miller-Abbott 
tube was devised. The surgeon, when confronted with 
a patient with possible intestinal obstruction, must 
determine the following: (1) Has the patient had 
previous surgery? (2) Is an external hernia present? 
(3) Is the obstruction simple, complicated by strangu- 
lation, or is it ileus of the adynamic type? (4) At 
what level is the bowel obstructed ? 

The diagnosis of intestinal obstruction is obvious 
in the late or neglected case, but in this paper the 
primary concern is with early diagnosis and, thereby, 
early institution of proper treatment. The cardinal 
symptoms of intestinal obstruction, abdominal pain, 
vomiting, and obstipation, are well known. 

Abdominal pain occurs early and is of the colicky 
recurrent type. During its occurrence _ peristaltic 
sounds or borborygmi may be heard with the stetho- 
scope. As the case progresses pain usually increases ; 
if strangulation is present, the pain may be exceed- 
ingly severe and finally constant. 


Vomiting is a common symptom. It occurs early 
in obstructions high in the intestine and is frequent 
and persistent; in obstructions of the colon it may 
be late or absent. 


Obstipation, it would seem, would be a character- 
istic finding of intestinal obstruction, but it is not un- 
likely that the intestinal content distal to the obstruc- 
tion may be passed or the bowel movements be fre- 
quent and liquid in character in partial obstructions. 


X-ray films taken in the anteroposterior, lateral, 
prone, and upright positions are essential; and it can 
be stated that the scout film is the most important labora- 
tory procedure in solving the diagnostic problem of 


ileus. Finkelstein and Finkelstein summarized the 
value of scout films thus: (1) The diagnosis can often 
be made long before the clinical evidence of this dis- 
order becomes clear. (2) Often the location of the 
lesion can be determined. (3) There may be evidence 
of the cause of the obstruction, such as in volvulus or 
gallstone ileus. (4) The degree of distention is visual- 
ized. (5) Progressive increase or decrease in disten- 
tion can be followed. (6) Complication (gangrene, 
perforation) may be detected. Other lesions simulat- 
ing mechanical obstruction may be visualized or ex- 
cluded. 

The merits of diagnostic x-rays in gallbladder 
ileus have been emphasized by Rigler, Borman, and 
Noble.* They summarize the x-ray findings as fol- 
lows: (1) air or contrast medium in the biliary tract, 
(2) direct visualization of the stone or indirect visual- 
ization of the stone by means of contrast medium in 
the intestine. (3) change in position of a previously 
observed stone, and (4) roentgen evidence of partial 
or complete intestinal obstruction. They regard the 
recognition of air or contrast medium in the biliary 
radicles as being the most valuable of these signs and 
state that the biliary tract was visualized in twenty- 
two of thirty-six cases in the literature in which roent- 
gen diagnosis of gallstone ileus was made. 

A barium enema may be very useful in the diag- 
nosis of lesions obstructing the colon, and a thin mix- 
ture of barium injected through a Miller-Abbott tube 
may reveal the type of lesion present in the small in- 
testine. Early obstructions may be manifested by a 
single distended loop of intestine. McKittrick® states 
that dilated intestine may be observed 3 hours after 
the onset of pain. 

It is difficult to recognize strangulation in. many 
patients by x-ray findings, and negative scout films do 
not exclude the possibility of strangulation. The clini- 
cal findings of leukocytosis, abdominal tenderness, 
shock, tachycardia, and drop in blood pressure to- 
gether with increased pain should alert one to strangu- 
lation. 


In adynamic or paralytic ileus there is usually 
distention of the entire intestine; however, when the 
underlying cause is gallbladder disease or acute appen- 
dicitis, a single loop or so-called sentinel loop may be 
observed on the x-ray. 


Paralytic ileus is often caused by urologic con- 
ditions such as calculi and obstruction of the ureter. 
It is seen in many infectious diseases such as pneu- 
monia and pancreatitis. Coronary infarction occurring 
near the diaphragm may cause difficulty in differential 
diagnosis by producing marked ileus and abdominal 
pain. 

MANAGEMENT 


There are several general principles in the man- 
agement of intestinal obstruction that I feel are essen- 
tial in the care of these patients if a low mortality 
rate is to be maintained. Many years ago Sir Arbuth- 
not Lane’ said, ‘“Never let the sun rise or set on a 
patient with intestinal obstruction.” Mortality rates 
dropped following this dictum, mainly because opera- 
tions were performed before marked physiologic im- 
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balance occurred; however, the mortality rates per- 
sisted at about 30 per cent. Today with supportive 
therapy and decompression, mortality rates approach 
10 per cent or less.® 

Early operation is still the treatment of choice in 
the patient with intestinal obstruction of a few hours’ 
duration. Supportive measures before surgery, such 
as administration of intravenous fluids and whole 
blood or introduction of a long intestinal tube or Levin 
tube, do not materially delay operation. Patients with 
incarcerated hernias or symptoms of strangulation 
should be operated on with a minimum of delay; the 
advantages obtained by early operation in these pa- 
tients far outweigh the improvement in distention that 
might be obtained by the use of the long intestinal 
tube. 

The patient admitted to the hospital with intesti- 
nal obstruction of more than a few hours’ duration, 
in whom marked vomiting has caused dehydration 
and chemical imbalance, is obviously a poor operative 
risk. In such a patient vigorous supportive therapy 
is essential. The use of a long intestinal tube is indi- 
cated. Adequate intravenous fluids are given until 
kidney function has been restored, and urinary output 
should be maintained at more than 1,500 cc. each 24 
hours. 


Routine laboratory procedures should include de- 
termination of serum protein, blood chloride, serum 
sodium, and serum potassium. With the improved 
flame photometer the serum sodium and potassium 
can quickly be determined and the proper electrolyte 
balance obtained. 

Potassium should probably not be administered 
until kidney function has been restored. Low potas- 
sium values are not only caused by vomiting from the 
obstruction but may also be the result of procedures 
designed to treat the obstruction. Suction applied by 
the Levin or Miller-Abbott tube results in loss of a 
considerable amount of fluid and, with it, considerable 
amounts of potassium. Parenteral administration of 
glucose tends to diminish the serum potassium by 
driving the potassium into the cells of the muscle and 
liver. I check the serum sodium and potassium daily 
in patients who have a Miller-Abbott or other intesti- 
nal tube in place. Before this routine was started sev- 
eral patients had severe potassium deficiency. In most 
instances these patients were being supported entirely 
with intravenous fluids and whole blood. They pre- 
sented asthenia and low blood pressure. Much has 
been written about electrocardiographic changes asso- 
ciated with a low serum potassium level and their 
restoration to normal with the administration of 
potassium. 

Another pitfall ever present in the treatment of 
the patient with long-standing intestinal obstruction is 
a low blood volume. It must be remembered that a 
normal hematocrit reading, hemoglobin, cell count, and 
serum protein do not rule out this factor. At present 
the methods of determining blood volume are not 
accurate, but attempts should be made to normalize 
blood volume by massive transfusion. When electro- 
lytic imbalance has been corrected, blood volume re- 
stored, and the intestine decompressed, the patient 
with prolonged obstruction can be safely operated on. 


I carefully examine the long intestinal tubes for 
defects before insertion and follow their progress with 
scout films. If the tube does not function properly, 
or progress is not satisfactory, or clinical improve- 
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ment is not observed, it is removed and a Levin tube 
substituted. Wangensteen*® has demonstrated that such 
a tube with continuous suction applied will success- 
fully decompress a considerable segment of small in- 
testine. 

In complete obstruction of the colon, either a 
transverse colostomy or cecostomy may be performed. 
I prefer the transverse colostomy because it seems to 
decompress the bowel more satisfactorily. Obstruc- 
tions of the colon are often caused by carcinoma; 
many of these obstructions are partial. Repeated ebb- 
and-flow enemas and the use of the Levin tube with 
gastric suction will often produce decompression in 
these patients. After normalization of the body chem- 
istry, a single operative procedure can be performed 
safely, and with primary resection and anastomosis 
patients do not suffer either the physical or financial 
distress associated with the multiple stage operations. 
Also, the technical difficulties produced by adhesions 
are eliminated, and it is possible to do a wider resec- 
tion with a greater chance for cure. 


CASE REPORTS 


Case 1. A 6-month-old infant was admitted to 
the hospital because of paroxysmal attacks of severe 
pain, each attack being accompanied by vomiting. Be- 
tween the attacks the child played about on the bed 
and seemed quite comfortable. Before admission one 
bloody stooi had been passed. Physical examination 
disclosed a plump, healthy child. The right side of the 
abdomen felt empty. A saucer-shaped mass could be 
palpated deep in the lower left quadrant of the abdo- 
men. On rectal examination, a soft mass was felt 
which the finger completely circumscribed. Operation 
confirmed the diagnosis of intussusception of the ileo- 
colic type. 

Intussusception is the most common cause of ob- 

struction in infants and children. The majority of 
the cases occur in the first year of life. The above 
case presents all of the classical findings. Gross’ 
states: 
In typical cases of acute intussusception, the history and 
physical findings are sufficient to make a diagnosis, and roent- 
genologic studies are not necessary. In only about 5 per cent 
of cases have we found the diagnosis sufficiently in question 
to require x-ray examination with a barium enema. 

Case 2. A woman, aged 60, was admitted to the 
hospital because of abdominal pain and extreme dis- 
tention. She had been ill for 24 hours, but vomiting 
had not occurred. On physical examination the abdo- 
men was markedly distended. Intestinal sounds could 
not be heard. There was no particular area of tender- 
ness. Percussion over the left costovertebral angle 
caused rather severe pain. Urinanalysis showed a plus 
four sugar. Other laboratory findings were within 
normal limits except for 275 mg. of sugar per 100 cc. 
of blood. The scout film of the abdomen showed dis- 
tention of the entire colon. Cystoscopic examination 
was performed because a positive Murphy’s percus- 
sion sign was obtained. A stricture area was encoun- 
tered in the lower left ureter and was passed with 
difficulty. A retention ureteral catheter was left in 
place on the left side. Following this, abdominal dis- 
tention rapidly subsided. 

This case presents the findings of adynamic ileus 
due to diabetes and obstruction of the lower left 
ureter. The soft, distended abdomen and the absence 
of peristalsis suggested the diagnosis, which was 
later confirmed by the rapid subsidence of abdomi- 
nal distention following ureteral catheterization. 
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Case 3. A man, 64 years of age, was admitted 
to the hospital because of abdominal pain, distention, 
and extreme prostration. He had experienced gastro- 
intestinal distress with flatulence for the previous 6 
months. Laboratory findings were normal except for 
an elevated leukocyte count and a serum lipase value 
of 4.2 cc. Scout films showed gas throughout the en- 
tire smail intestine with some distention of the colon. 
A tentative diagnosis of pancreatitis with associated 
paralytic ileus was made, and treatment was begun. A 
Miller-Abbott tube passed readily through the small 
intestine and partially relieved the distention. The 
patient’s progress was followed with periodic scout 
films of the abdomen. The small bowel distention sub- 
sided, but distention progressed in the area of the 
cecum and the ascending and transverse colon. A 
barium enema on the sixth hospital day disclosed 
obstruction involving the splenic flexure of the 
colon. At operation it was found that adhesions of 
the greater omentum to the tail and body of the 
pancreas partially obstructed the transverse and 
splenic flexures of the colon. The pancreas was 
hard and indurated throughout. 

In this case the serum lipase value together 
with the x-ray findings suggested pancreatitis and 
adynamic ileus. The value of periodic scout films 
and examination by barium enema is well illus- 
trated. 

Case 4. A 33-year-old woman was admitted to 
the hospital with abdominal pain and severe vomit- 
ing of 12 hours’ duration. Total hysterectomy had 
been performed 12 months before. Physical exami- 
nation disclosed a mid-line scar and moderate ten- 
derness in the left mid-abdomen. There was prac- 
tically no distention. Paroxysms of severe abdominal 
pain occurred about 3 to 5 minutes apart. Active 
intestinal gurgling was heard with each attack of 
pain. The leukocyte count was 15,000 with 14 per 
cent stab cells. The scout film showed one gas-filled 
loop of intestine. A diagnosis was made of intesti- 
nal obstruction due to adhesions with possible 
strangulation. Operation disclosed partial strangu- 
lation of a loop of small intestine, caused by adhe- 
sions resulting from endometriosis of the remaining 
right ovary. 

The telltale scar is extremely valuable in diag- 
nosis, and certainly the possibility of intestinal ob- 
struction must be considered in any patient admitted 
to the hospital with abdominal pain and a history of 
a previous operation. Adhesions may be the sole 
cause of intestinal obstruction in nearly half the 
cases in adults. 

Case 5. A married woman, aged 35, was ad- 
mitted to the hospital complaining of pain in the 
lower abdomen. She had had these attacks of pain 
periodically for the previous 6 months. This pain 
was brought on by eating solid food, and during 
these 6 months she had eaten as little as possible 
and had lost 35 pounds. She had had three abdomi- 
nal operations in the past 10 years, the most recent 
being subtotal hysterectomy. Laboratory examina- 
tion disclosed marked anemia and a low hemoglobin 
level. Physical examination revealed tenderness in 
the lower abdomen and, on bimanual examination, 
movement of the cervical stump caused abdominal 
pain. It was decided to give the patient 100 cc. of a 
thin suspension of barium sulfate by mouth. Small 
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amounts of barium remained in the terminal ileum 
for 24 hours. Bimanual palpation with fluoroscopic 
visualization showed a segment of ileum to be at- 
tached to the cervical stump. At operation a 
Meckel’s diverticulum was found adhered to the 
cervical stump, which by torsion had produced par- 
tial intestinal obstruction. 

This case demonstrates the importance of small 
amounts of barium as an aid in diagnosis. It also 
illustrates the many varied etiologic factors in in- 
testinal obstruction. 

Case 6. A 70-year-old man reported to the of- 
fice for examination. He had been having periodic 
attacks of nausea and vomiting during the previous 
week with marked abdominal distention. During 
the 3 days berore he presented himself, his bowel 
movements had been frequent and loose and he was 
bothered by hiccups. About 6 weeks earlier, the pa- 
tient had had an attack of colicky abdominal pain 
accompanied by constipation which was relieved by 
laxatives. Scout films of the abdomen showed the 
small intestine and colon distended with gas. It was 
impossible to identify either. After a low cleansing 
enema, a barium enema was given under fluoro- 
scopic observation. A tentative diagnosis was made 
of obstruction of the descending colon due to carci- 
noma. Operation confirmed this diagnosis. The in- 
testines were so distended the colon and small in- 
testine could not be differentiated. This patient had 
an incompetent ileocecal valve permitting regurgita- 
tion of gas and fecal content into the small intestine. 


This case is an example of a patient with partial 
obstruction and frequent loose stools. 

Case 7. A 64-year-old diabetic woman weighing 
195 pounds was admitted to the hospital with 
colicky abdominal pain, paroxysmal vomiting, and 
upper abdominal distention. She had been in poor 
health all her life and suffered from frequent at- 
tacks of pain in the upper right abdominal quadrant. 
On physical examination the upper abdomen was 
distended and tender, and peristaltic sounds could be 
heard over the entire upper abdomen. Scout films 
disclosed loops of distended small intestine. A 
barium enema revealed a normal colon. A gas 
shadow was noticed in the region of the gallbladder. 
At operation a gallstone the size of a ping-pong ball 
was found obstructing the small intestine. 

This case is an example of obturation obstruc- 
tion which may be caused by parasites, fecaliths, 
enteroliths, et cetera. The films in this case did not 
disclose the gallstone; however, on postoperative 
inspection the shadow seen in the upper right quad- 
rant was identified as the gallbladder filled with air. 


CONCLUSIONS 


The etiologic factors in intestinal obstruction 
are many and varied. X-ray studies are imperative 
for early diagnosis. Normalization of electrolytes 
and blood volume is essential if a low mortality rate 
is to be obtained. Surgical intervention should be 
early in the case of incarcerated hernia or bowel 
strangulation. The patient with prolonged obstruc- 
tion must be adequately prepared and the blood 
chemistry normalized before operation. 


120 W. Ashby PI. 
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Paul R. Koogler, D.O., Kirksville, Mo.: The common ioca- 
tions of obstruction are the pylorus, from ulcer or neoplasm; 
the small intestine, from adhesions, strangulated hernia, inflam- 
matory reaction, and tumor; and the colon, usually from carci- 
noma. 


It is paramount to determine whether one is dealing with 
simple or strangulation obstruction. Strangulation obstruction 
is an emergency. In strangulation obstruction the patient has 
continuous pain, with tenderness of the abdomen over the area 
involved. In simple obstruction the patient suffers much less 
and is much less ill. Physical findings, except for distention, 
are lacking. These factors, with the pulse, temperature, and 
laboratory findings, as discussed by Dr. Beckwith, give the clue 
to diagnosis. 


In discussing the etiology of adynamic or paralytic ileus | 
certainly think severe trauma, especially to the thoracic cage 
and spine, along with peritonitis and rough and prolonged ab- 
dominal surgery, should be added to the list of factors. In the 
diagnosis of this condition I believe the finding of a relatively 
silent abdomen, owing to decreased ‘peristalsis, is most helpful. 
The management of paralytic ileus, of course, is not surgical, 
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but consists mainly of intestinal decompression and maintenance 
of fluid and electrolyte balance. 

To the management of intestinal obstruction I would like 
to add the use of antibiotics which modify greatly the in- 
creased bacterial flora of the acutely obstructed intestine. In 
advanced obstruction of the small intestine, their use may pre- 
vent peritonitis and check the threat to the viability of a par- 
tially devascularized bowel. Chemotherapeutic agents and 
antibiotics have also been extremely valuable in large bowel 
surgery. 

In my opinion, another helpful procedure, in a_ limited 
number of advanced closed loop obstructions of the small 
bowel, is aseptic decompression suction enterotomy. This is a 
special closed-trocar technic of aspirating the distended closed 
loops of bowel so that the obstructive adhesions or mechanism 
may be identified and corrected. I have also noted that patients 
are greatly improved clinically by this procedure. With this 
technic, peristalsis immediately returns, and the edema of the 
greatly distended intestinal wall almost disappears during the 
operative procedure. The surgeon must be very meticulous in 
this procedure and not permit spillage. 


800 W. Jefferson St. 
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Intracapsular fracture of the femur occurs most 
frequently in the elderly patient who is often a poor 
surgical risk. This accident is possibly the most 
devastating catastrophe of the aged because it pre- 
sents an economic as well as an emotional dis- 
aster which affects the family and the patient alike. 
And, what is of more importance, even under the 
best of circumstances, nonunion and permanent dis- 
ability may be the end result. The prolonged period 
of convalescence and nonweight-bearing that is 
necessary to provide the most favorable conditions 
for healing is likely to be complicated by metabolic 
and organic disorders which will tax the ingenuity 
and skill of the clinician in bringing the case to a 
successful conclusion. 

In these cases the physician is called upon to 
render a prognosis, and his reply must be couched 
in terms which will leave no misunderstanding on 
the part of patients and their families and yet will 
not create undue pessimism as to the possible out- 
come. Frank discussion with the family of the prob- 
lems of treatment will be well worth the time 
expended by the physician, for it may prevent un- 
pleasant criticism and possibly medicolegal compli- 
cations at a later date. 1 would recommend for your 
consideration that notations on the discussion of 
prognosis with the patient and his family be made 
either on the hospital record or on your own per- 
sonal record. The notations should cover the details 
of your conversation and that of the individuals 
with whom you discussed the case as well as the 
date of the discussion. 


For purposes of description and tabulation frac- 
tures should be classified as subcapital, mid-cervical, 
or basilar, as to the angle or plane of the fracture, 
and as transverse or oblique, internally or exter- 
nally rotated, and in abduction or adduction. Frac- 
tures may also be impacted in adduction or abduc- 
tion, causing either a valgus or varus deformity. 

When impaction occurs the clinical signs of 
fracture may be masked; and unless adequate x-ray 
studies are obtained in the anteroposterior and 
lateral projections, the injury may be regarded as a 
sprain or contusion of the hip joint, and the diag- 
nosis may not be made until the impaction breaks 
up on weight-bearing. Then clinical signs of short- 
ening with external rotation causing an increasing 
amount of pain will make the diagnosis easy. Sub- 
capital fracture with adduction type of impaction 
frequently will hold, and the patient is able to bear 
weight immediately with a minimum of distress, 
but the abduction types of impaction will not hold 
because of the strain put upon the fracture line on 
weight-bearing. 

To those who are managing this type of frac- 
ture a brief review of the anatomy of the hip joint 
is worth while as a basis for understanding and 
explaining treatment and prognosis. 

The blood supply of the neck of the femur is 
meager, and although in most instances there is 
direct communication between the artery entering 
the head through the ligamentum teres and the 
vessels entering the head through the neck, no 
blood enters the neck from the anterior portion of 
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Fig. 1. Anteroposterior view showing fixation of intertrochanteric fracture of the femur. Fig. 2. Lateral view showing 


‘xation of intertrochanteric fracture of the femur. 


the capsule. When fracture occurs the wedge-shaped 
iragment posteriorly frequently tears the principal 
communicating blood supply from the neck to the 
lead, so that the only blood which enters the head 
is the inadequate supply coming through the small 
artery in the ligamentum teres. It has frequently 
Leen demonstrated that in the elderly patient this 
blood supply is more theoretical than actual. In 
many cases the location of the fracture determines 
the prognosis. The closer the fracture zone is to the 
trochanter, the more rapidly healing will take 
place; and the closer the fracture zone is to the 
capitate femur, the greater will be the possibility 
of nonunion, 

A knowledge of the angle of inclination and 
declination of the neck will also be helpful in re- 
establishing average normal relationship in satis- 
factory reduction of the fracture. The normal angle 
of inclination of the axis of the shaft and neck is 
127 degrees, and the normal declination of the angle 


of the neck is 20 degrees. If these angles can be 
re-established a satisfactory functional end result 
may be anticipated. 

Most fractures will heal if the fracture zone 
can be kept immobilized over a sufficient period and 
if the patient can be restrained from any type of 
weight-bearing on the involved extremity until 
there is radiographic evidence of healing. It has 
been my experience that such fractures require a 
minimum of 6 months to heal, and the average is 
from 9 months to a year. However, the best guide 
for the clinician in advising weight-bearing on the 
involved part is the accurate interpretation of the 
x-ray studies, which should be made at regular 
intervals throughout convalescence. It has been my 
observation that nonunion of intracapsular frac- 
tures of the femur is more frequent when the phy- 
sician has been hasty in allowing weight-bearing or 
when the patient cannot be restrained until there is 
radiographic evidence of healing. 


Fig. 3. Anteroposterior view showing fixation of transcervical fracture of the femur. Fig. 4. Lateral view showing 


fixation of transcervical fracture of the femur. 
Fig. 3 


Fig. 4 


Preoperative anteroposterior view of compli- 


Fig. 5. 
cated fracture of the proximal femur. 


METHODS OF INTERNAL FIXATION 

The purpose of this paper is to present a method 
of immobilization which I have found to be effec- 
tive, not only in immobilizing the fracture zone but 
in promoting a high incidence of healing. The oper- 
ative procedure can be carried out even in the debil- 
itated patient with little shock and practically no 
loss of blood or danger. 

My tabulated results in all types of intracap- 
sular fractures of the femur show that over 90 per 
cent have healed without incident, and there has 
been no mortality. Hospitalization has been reduced 
notably, thereby reducing expense. And what is of 
utmost importance to the clinician, if desirable, the 
patient can be allowed out of bed in a chair as soon 
as he has reacted from the anesthesia. 

This procedure has been performed under local 
anesthesia and under spinal anesthesia just suffi- 
cient to afford relief of pain and muscular relaxation 


Fig. 6. Anteroposterior view of postoperative fixation 
of complicated fracture of proximal femur. 
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in the lower extremities. The choice of anesthetic 
agent and method of introduction depends largely 
upon the need for manipulation of the fracture 
zone; manipulation cannot be satisfactorily con- 
trolled with regional anesthesia because of adductor 
spasm. 


In impacted fracture, if deviation from the 
normal angle of inclination and declination is not 
too great, immobilization is effected without break- 
ing up the impaction. If the angle is too great in 
either direction, the impaction is broken up and 
reduction to more normal relationship is effected 
before internal fixation. In the average case with 
freely movable fragments, the patient is transferred 
to the x-ray table under anesthesia, and reduction 
is effected by traction, countertraction, abduction 
to an angle of 20 degrees from the mid-line, and 
internal rotation of 15 to 20 degrees. The angle of 
internal rotation on the injured side is compared to 
the angle of internal rotation possible on the unaf- 
fected side, which is markedly variable in the elderly 
patient. No attempt should be made to overcorrect 
the degree of internal rotation on the affected side. 


Fig. 7. Lateral view of postoperative fixation of com- 
plicated fracture of proximal femur. 


Before internal fixation is performed, antero- 
posterior and lateral x-ray studies should be made 
of the hip joint to determine satisfactory alignment. 


A small linear incision about 1 cm. in length is 
made on the lateral aspect of the thigh approxi- 
mately at the base of the trochanter. Through this 
opening, under fluoroscopic control, three Knowles 
pins of appropriate length are introduced into the 
lateral aspect of the femur, traversing the trochan- 
teric and cervical regions, transfixing the fracture 
zone, and passing into the capitate portion of the 
femur. It is desirable to insert the Knowles pins on 
different planes so that not only is the fracture zone 
transfixed, but there is good firm internal fixation 
to prevent rotation of the fragments. In subcapitate 
fractures the pins should be placed as close to the 
subchondral bone of the capitate femur as possible 
to secure more adequate fixation. 
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After the pins have been placed under fluoro- 
scopic control, anteroposterior and lateral x-ray 
studies are made to demonstrate satisfactory posi- 
tion of the pins. 

The average exposure time with the fluoro- 
scope will vary from 2% to 5 minutes at most, 
which is well within the limits of safety. The actual 
operating time is about the same. 

The small incision requires no sutures, and the 
patient rarely loses more than a drop or two of 
blood. Practically no shock results from this pro- 
cedure, pain is minimal, and under average circum- 
stances the patient is able to sit up in a chair the 
first postoperative day and is ready for discharge 
from the hospital 3 to 4 days after surgery. 

If the age and physical condition of the patient 
permit, ambulation on crutches may be permitted, 
with the patient bearing weight on the uninvolved 
extremity and keeping the fractured extremity off 
the floor. However, in most of these cases the 
patient is not strong enough to handle himself sat- 
isfactorily on crutches or with a convalescent 
walker, and use of a wheel chair is necessary. The 
patient may get in and out of bed with help, bearing 
his weight on the uninvolved extremity, thus reduc- 
ing nursing care. 

Patients with fractures of the femoral neck 
must be constantly cautioned to avoid weight- 
bearing on the involved extremity, whether in the 
standing, sitting, or recumbent position. 

During convalescence the patient is placed on 
progressive resistance exercises with particular em- 
phasis on the dorsiflexors of the foot and on the 
quadriceps femoris. The iliopsoas and gluteal mus- 
culature should also be exercised to retain control 
of the motions of the hip joint. Physiotherapy in 
the form of electrical stimulation of the muscle is 
also of value not only to maintain muscle tonicity 
but also to improve the circulation of the extremity. 
Machines may be rented or purchased, and instruc- 
tions given under the direction of the attending 
physician will enable the patient to have such treat- 
ment once or twice daily. 

For a number of years I have also routinely 
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prescribed a combination of male and female hor- 
mones for patients whether male or female; | be- 
lieve that it hastens the healing of the fracture as 
well as improving metabolic status. The best tol- 
erated dosage is estrogenic substance 0.625 mg. 
with methyltestosterone 5.0 mg. administered one 
to three times daily, depending upon the patient’s 
reaction. Usually periods of 21 days of medication 
are alternated with rest periods of 1 week, for as 
long as medication is required. In the male patient 
a periodic check-up on the status of the prostate 
gland is essential when the therapy is given for a 
protracted period. 

X-ray studies in both anteroposterior and lat- 
eral projections are made at 3-month intervals. 
When there is definite evidence of medullary union 
weight-bearing is permitted. 


SUMMARY AND CONCLUSIONS 


A procedure has been described for recent 
intracapsular fractures of the neck of the femur 
which provides adequate internal metallic fixation 
of the fracture zone and can be employed even in 
the grossly debilitated patient. With this procedure 
shock is kept at a minimum, blood loss does not 
occur, hospitalization is reduced, and there has been 
no mortality. 

Early restoration of function and active physio- 
logic use of the part within the limitation of good 
management are to be encouraged. 

Frank discussion of the problem with the pa- 
tient and his family is of utmost importance to help 
them understand the problem which confronts the 
physician in the management of the case. 


The physician should be extremely cautious in 


giving a prognosis as to the outcome of the case. 


Serial x-ray examination of the patient by a 
competent radiologist will keep the physician posted 
on the progress of his patient and may avoid un- 
happy moments in the court room. The use of com- 
petent consultants in the management of the geri- 
atric patient should become a routine procedure. 


12 S. Twelfth St. 


DISCUSSION 


Leonard C. Nagel, D.O., F.A.C.O.S., Denver: This 
paper brings out many interesting facts; but I would like 
particularly to commend the author on his presentation of 
the geriatric aspect of this problem, especially prognosis 
and the advisability of talking to the family about all the 
factors involved. 

In many circles intracapsular fracture of the neck of 
the femur is still considered to be the unsolved fracture; 
with this I concur. A statistical study of the literature still 
reveals that nonunion and aseptic necrosis of the femoral 
head occur ina large percentage of cases. It is most difficult 
to evaluate these statistics properly, and in order to do so, 
it is necessary to inquire what was done and, even more 
important, how it was done. 

My own experience does not parallel that of the 
author; however, it is gratifying to know that he has 
achieved more than 90 per cent of healing. My experience 
has shown about 72 per cent of healing. I would, however, 
like to inquire of the author if his 90 per cent includes those 
patients who subsequently developed aseptic necrosis and 
how they are classified as to success or failure in the over- 
all picture of fractures of the neck of the femur. I had 
hoped he would discuss this phase of the problem because 
of its place of prominence in reducing the number of suc- 
cessful end results. 


By end results, 1 have in mind the findings at re-evalua- 
tion 3 to 5 years after the fracture. Aseptic necrosis is 
always a complication which many times threatens patients 
who are fortunate enough to have achieved union of intra- 
capsular fractures which were displaced. Another finding, 
observable in the roentgen picture, is narrowing of the 
joint space which indicates that some degree of absorption 
of the cartilaginous articular surface of the head and 
acetabulum is beginning, which later will seriously interfere 
with hip function. 


The statement was made that the method of immobili- 
zation presented is not only highly effective in immobilizing 
the fracture zone but promotes a very high incidence of 
healing. It is my opinion that if the fracture is anatomically 
reduced, the type of internal fixation, if properly placed, is 
of little consequence. 


A word should be said about nonunion. We all realize 
nonunion is more likely to develop with a coxa vara reduc- 
tion than with either an anatomic reduction or a valgus 
reduction. Another cause of nonunion is interposition of soft 
tissue between the fragments. I have noticed on a number 
of occasions that fractures which are difficult to reduce by 
closed reduction may, at open reduction, have a curtain of 
capsule wedged between the bony fragments preventing 
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accurate reduction. I feel, therefore, that many hip fractures 
require open reduction for anatomic replacement. 

This paper by Doctor Eaton should stimulate all of us 
in our endeavor to improve results, remembering that there 
is at present no really satisfactory substitute for an intact 
femoral head. 


1459 Ogden St. 


Donald Siehl, D.O., Dayton, Ohio: This is another of 
the well-organized and well-presented papers which we 
have come to expect from Dr. Eaton. I agree in general 
with most of the points he has made, but feel that a few 
specific comments are in order. His anatomic review of the 
blood supply to the head of the femur should be especially 
noted, since it is important to any surgeon performing hip- 
pinning procedures. 

While I am not as expert at this particular method as 
Dr. Eaton, I acknowledge that the Knowles’ pin method is 
excellent in good hands and is probably one of the simpler 
methods for those who lack full orthopedic experience. 

I disagree very definitely with Dr. Eaton on the matter 
of fluoroscopy during hip-pinning surgery, which I can only 
condemn. With Dr. Eaton operating, it may work out satis- 
factorily, and exposures may be kept to a minimum. With 
others of us, the exposure time would probably run con- 
siderably more, and with those doing only an occasional hip 
pinning, it would run up quickly to a dangerous level. This 
would be true especially when the first pin is in poor posi- 
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tion. Also with this method, the position of the pin in the 
lateral plane cannot be determined at surgery, and I feel 
this is just as important as the position in the anteropos- 
terior plane. Further, I question the statement that the 
2% to 5 minute exposure time is “well within the limits of 
safety,” particularly if one is doing a hip pinning more than 
every 10 days or 2 weeks. 

The recommendations regarding exercise are good, as is 
that for hormone therapy, which should probably be fol- 
lowed in all cases. I question whether or not it actually 
speeds healing of the fracture itself, but I do feel that if 
anything will speed the healing of a fracture, this type of 
therapy probably would. 

I want to stress the importance of no weight-bearing 
on the involved leg until there is adequate x-ray evidence 
of healing. It is noted that the healing of this fracture can- 
not be determined except by x-ray evaluation. The time 
intervals on recheck x-ray examinations in these cases are 
worthy of note. There is a tendency for surgeons to have 
recheck x-rays made too frequently. Once it has been deter- 
mined that reduction is adequate and the immobilizing 
device is in good position, there is generally no further 
indication for x-ray examination prior to the 8-week check. 
Subsequent re-examinations should not take place at less 
than 4 to 6 week intervals. 

In closing I want to emphasize Dr. Eaton's point that 
one must be very cautious in commenting upon the prog- 
nosis of this type of case. 


701 Salem Ave. 


Recognition and Management of Thromboembolism 


in the Postoperative Patient 
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Surgeons, whether with years of experience in 
general surgical practice and even with extensive back- 
ground in the surgical specialty fields, or whether still 
fledglings in the surgical arts, regardless of their scope 
or capacity in the surgical world, are constantly haunted 
by a most annoying postoperative complication, throm- 
boembolism. 

Early diagnosis of postoperative thrombosis in 
peripheral veins is of considerable importance for it 
alone leads to prompt treatment. Prompt treatment 
prevents fatal pulmonary embolism and greatly mini- 
mizes the disabling features of the postphlebitic syn- 
drome. 

A number of symptoms characterize the commonly 
described, potentially lethal, peripheral venous throm- 
bosis commonly referred to as phlebothrombosis. These 
are pain in the calf muscles or popliteal space; pain on 
dorsifiexion of the foot; edema of the lower leg and 
foot ; elevation of the pulse with little temperature rise ; 
distention of superficial veins, chiefly those crossing the 
upper tibial shaft; local temperature changes; and un- 
explained apprehension and anxiety. When this classical 
picture is present the diagnosis is a certainty. However, 
in the average postsurgical patient, alterations in pulse 
and temperature can be due to a number of factors, and 
anxiety cannot be relied upon as a specific symptom of 
venous thrombosis. And so as more experience has 
been gained with this condition it has been observed 
that local tenderness occurring when calf veins are 
pressed upward against the interosseous. membrane be- 
tween the tibia and fibula constitutes the earliest objec- 
tive sign of phlebothrombosis. Later, spontaneous pain, 


pain on dorsiflexion of the foot, and edema with super- 
ficial vein distention follow in that order. Unfortunate- 
ly these later more demonstrable signs often follow the 
more dramatic crisis of lung embolism. 

From this brief description of the symptomatology 
of phlebothrombosis it must be concluded that the sur- 
geon is derelict who first learns from his patient that a 
painful, swollen leg has developed. If a simple exami- 
nation of the lower extremities is made a part of the 
daily postoperative routine, phlebothrombosis will be 
recognized in its earliest stage. 

For a number of years we in the field of peripheral 
vascular surgery have encouraged our students and 
colleagues to become “pulmonary embolism conscious.” 
This does not mean that they become expert at diagnos- 
ing lung embolism, but rather that they become profi- 
cient at preventing this often fatal postoperative com- 
plication. We recommend that all postsurgical patients 
be checked twice daily by the surgeon, his assistant, 
house officers, or trained nurse, until they become fully 
antbulatory. Less than a minute is required to slip the 
fingers under the patient’s calf and gently but firmly 
press the flesh upward against the interosseous mem- 
brane. This is done over the full length of the calf 
muscles, first on one leg, then on the other. If tender- 
ness is elicited while this procedure is being performed, 
the patient will say so. Then the foot is firmly dorsi- 
flexed with the knee slightly bent and the leg fully re- 
laxed. This uniformly compresses the deep calf veins, 
and when a painful response is noted it is highly indica- 
tive of venous thrombosis. If edema is observed, a 
positive diagnosis is assured. 
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Generally speaking, two avenues of treatment may 
be followed in phlebothrombosis : anticoagulant therapy 
which, if it is effectively and intelligently used, requires 
exacting laboratory control and 1 to 3 additional weeks 
of bed rest, or ligation and division of the involved 
venous pathway at the superficial femoral level. 

The latter procedure is our choice for the follow- 
ing reasons: It has, in our hands, prevented pulmonary 
embolism by permanently blocking the embolic pathway 
1o the heart and lungs. It permits immediate or early 
ambulation. The patient may leave the hospital in a 
‘ew days and postphlebitic sequelae are minimal. 

In our experience we have had no instance of lung 
‘mbolism or death following the surgical approach, and 
residual leg symptoms have been negligible. The patient 
wears an adequate elastic compression bandage on the 
nvolved extremity for an average of 3 to 6 months. 
This prevents permanent residual edema by supporting 
‘he collateral venous return until it becomes adequately 
established. 

If the patient presents minimal signs of calf vein 
‘thrombosis and a reasonable doubt exists as to the 
presence of the disease, we would favorably consider 
the use of heparin in a continuous intravenous drip, 
keeping the Lee-White clotting time as close as possible 
‘9 30 minutes for a period of 2 to 3 days. During this 
time the suspect extremity is watched carefully. If 
positive evidence of venous thrombosis develops, heparin 
is discontinued and ligation is performed. Our expe- 
rience with the prolonged acting heparin preparations 
has been disappointing. 

In ileofemoral thrombophlebitis, the full-blown 
milk-leg, we have the inflammatory type of venous 
thrombosis. This venous clot is associated with a high 
degree of inflammation, arteriospasm, gross edema, and 
prolonged bed care. It is not unusual for patients to be 
confined to bed for from 1 to 3 months, after which 
additional weeks or months are spent with crutches or 
canes before normal walking can be resumed. The inci- 
dence of lung embolism is negligible in these cases, and 
in our personal therapeutic approach, a fear of embo- 
lism does not influence our choice of treatment. How- 
ever, controversy does exist regarding the treatment to 
be followed in these cases. I am fully aware that the 
greater number of authorities favor what might be 
called the conservative approach of anticoagulant ther- 
apy, bed rest with leg elevated, hot compresses, and 
analgesia. Criticism certainly will not follow use of 
this routine, since the vast majority of cases are handled 
in exactly that way. However, we followed this routine 
for years and shared equally with the patients their 
disappointment during the prolonged acute phase of the 
disease and the discouraging years that led to the in- 
evitable postphlebitic syndrome of chronic edema, stasis 
dermatitis, and often exquisitely painful ulceration. 

After observing a great many of these victims of 
the thrombophlebitic syndrome, we felt justified in try- 
ing anything that might shorten the duration of the 
acute episode and minimize the later symptoms. Our 
choice of treatment is based on the following: Anti- 
coagulant therapy in a case of venous thrombosis 
should prevent pulmonary embolism and effectively halt 
eXtension or propagation of the clot. If this result is 
not achieved, what other reason is there for using anti- 
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coagulant drugs? If heparin is given a patient in the 
belief that it will abort progress of the disease, it must 
keep the clotting time at a therapeutic level continuous- 
ly, not erratically. Similarly, Dicumarol must be given 
in doses sufficient to maintain the prothrombin time be- 
tween 10 and 30 per cent of normal. Use of either or 
both of these drugs must be continued at an effective 
level for a period which must be determined for each 
individual patient. Thus far we have been unable to 
secure the expert laboratory control which is necessary 
for the proper management of anticoagulant therapy. 
We have had lung embolism occur in a patient with a 
Lee-White clotting time consistently maintained in ex- 
cess of 30 minutes. We have also had patients suffer 
alarming hemorrhage when laboratory reports indicated 
the prothrombin time to be consistently between 10 and 
30 per cent of normal. The cost of vein surgery can 
hardly be used to bolster the argument for the use of 
anticoagulants, for heparin is very expensive, and 
Dicumarol, though not costly, requires expensive daily 
laboratory tests for proper management. 

When ileofemoral thrombophlebitis is encountered 
we perform superficial femoral vein ligation with im- 
punity. We pay no attention to the fact that the throm- 
bus extends upward into the iliac vein, for the clot in 
these cases is highly inflamed and adheres firmly to the 
vessel wall. Furthermore, in the many cases in our 
series, there has been no occurrence of lung embolism 
following this procedure. The purpose of this surgical 
procedure in ileofemoral thrombophlebitis is not pre- 
vention of pulmonary embolism, but rather shortening 
the duration of the acute episode by relieving vaso- 
spasm, which allows for improved arterial supply and 
greatly improved drainage through the collateral veins. 
This lessens pain and reduces edema promptly. The pa- 
tient becomes ambulatory by the first postoperative day, 
and as far as the involved extremity is concerned, can 


leave the hospital in from 3 to 5 days. 

There is another extremely important reason for 
ligating the superficial femoral vein in an acute case of 
ileofemoral thrombophlebitis. The entire deep venous 
return is filled with a highly inflamed, firmly adherent 
thrombus. This inflamed clot incorporates the valves in 
this system of veins, and in the nonligated case, when 


inevitable recanalization occurs, destruction of the 
valves allows for a retrograde flow of venous blood 
which is the major cause of postphlebitic sequelae and 
ulceration. Dividing the femoral vein distal to the pro- 
funda level mechanically prevents the retrograde col- 
umn of venous blood from flowing distal to this point, 
The constant hydrostatic pressure of this column of 
blood is thus removed from the superficial femoral vein 
and recanalization is inhibited. If recanalization of the 
superficial femoral vein can be prevented, the disabling 
sequelae of ileofemoral thrombophlebitis can be avoided. 

In our series of cases, through the critical test of 
time, the results of superficial femoral vein ligation in 
phlebothrombosis or ileofemoral thrombophlebitis have 
been most gratifying. Not only has there been no oc- 
currence of pulmonary embolism following ligation, but 
the acute phase of the disease has been greatly short- 
ened and the postphlebitic problems of gross edema, 
dermatitis, and painful ulceration have been avoided. 


607 S. Hill St. 
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The Role of Sympathectomy and Thromboendarterectomy 
In Extremity Survival 


W. DONALD BAKER, D.O., F.A.C.O.S. 
DONALD T. SHELDON, D.O. 


and 


LA MOYNE W. HICKMAN, D.O. 


The threat of the loss of an extremity is in itself 
sufficient to interfere with the patient’s normal 
judgment. The surgeon must, therefore, take the 
responsibility and equip himself with the very latest 
diagnostic and therapeutic information if he is 
properly to advise and counsel these unfortunate 
people. 


A large percentage of all lower extremity am- 
putations performed in this country are the result 
of inherent vascular disease. As it has only been 
during the past decade that vascular surgery has 
emerged as a recognized specialty in its own right, 
it is not hard to understand that, even today, a 
great many extremities are needlessly amputated 
by the “skilled surgeon” who has not been able to 
keep up with the rapidly developing innovations in 
the field of vascular disease. At the other extreme, 
there are “skilled clinicians” who hope for healing 
of a gangrenous lesion, even up to the death of a 
patient, when the vascular status is obviously hope- 
less by today’s standards. 


Therefore, the physician should readily under- 
stand the need for accurate appraisal of the exact 
vascular status of each case, its relative functional 
and organic components, and the exact location or 
level of the lesion which threatens the survival of 
the extremity. This phase of the problem has been 
previously presented.' 


The purpose of this paper is to present our 
experience with lumbar sympathectomy and, to a 
lesser extent, with thromboendarterectomy com- 
bined with lumbar sympathectomy as a means of 
preventing the need for amputations in patients 
suffering from vascular disease. 


The technic for lumbar sympathectomy that we 
have routinely employed is the anterior abdominal, 
muscle-splitting, extraperitoneal approach first de- 
scribed by Pratt.*? Even with bilateral involvement 
we have found that the extraperitoneal approach is 
more readily accomplished and the shock factor is 
much less than it is in the transperitoneal approach. 
These more than compensate, in patient comfort, 
surgical accuracy, and surgical mortality, for the 
additional incision. In order to accomplish a rapid, 
accurate, lower extremity denervation, the follow- 
ing surgical principles must be constantly kept in 
mind : 

1. Good relaxation of the anterior abdominal 
musculature by the anesthetist 


2. A transverse skin incision extending from 
the lateral border of the rectus to the midaxillary 
line at a point midway between the crest of the 
ilium and the tip of the twelfth rib (usually umbili- 
cus level) 


3. Splitting the external oblique muscle along 
the line of its fibers exactly at the point where the 
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musculature blends anteriorly with the fascial 
aponeurosis 

4. Splitting the internal oblique muscle along 
the line of its fibers exactly at a point midway be- 
tween the crest of the ilium and the tip of the 
twelfth rib 

5. Splitting the underlying transverse muscle 
well posterior and carefully separating it from the 
underlying peritoneum 

6. Accurate retroperitoneal dissection to re- 
move the posterior peritoneum from the retroperi- 
toneal quadratus lumborum and psoas as well as the 
inferior vena cava or aorta, depending upon the 
operative side 

7. Accurate dissection of the ureter and the 
posterior peritoneum away from the remaining 
retroperitoneal structures 

8. Adequate and complete retraction of peri- 
toneum with the intraperitoneal structures and the 
ureter to the opposite side by the surgical assistant 
using two or more Deaver type of retractors 

9. Accurate identification of the lumbar sympa- 
thetic chain in its anatomic position, that is, the 
point where the psoas attaches itself to the bodies 
of the vertebra 

10. Avoidance of “fools’ sympathectomies,” such 
as psoas minor tendon, genitofemoral nerve, ureter, 
retroperitoneal lymphatics, and strips of vertebral 
periosteum 

11. Acquisition of sufficient surgical experience 
with lumbar sympathectomies to recognize the nu- 
merous anatomic variations of the lumbar sympa- 
thetic chain as well as occasional decussating fibers 
or chains from or to the opposite side 

12. Avoidance of normally or abnormally placed 
lumbar veins and regard for the size and occasional 
friability of both aorta and inferior vena cava. 

If the above surgical dicta are kept constantly 
in mind, lumbar sympathectomy can become an 
even safer surgical procedure, and many more de- 
bilitated and aged individuals can be given an op- 
portunity for extremity survival in the face of what 
was formerly thought to be a hopeless problem. 


The following tables graphically reveal our 
results in the use of lumbar sympathectomy in the 
management of 443 extremities of 271 patients with 
arteriosclerosis obliterans, acute and chronic em- 
bolic occlusions, thromboangiitis obliterans, Ray- 
naud’s disease, peripheral venous problems, and 
causalgia, pernio, vascular trauma, and other mis- 
cellaneous vascular problems. 


Analysis of Table I reveals that 155 (96 per 
cent) of our patients with arteriosclerosis were 
more than 41 years of age with almost half, 78 (48 
per cent), being between 61 and 80 years of age. 
No patient was less than 21 years old. More than 
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two thirds (113) were males, and in 11 per cent (18) 
of arteriosclerotic cases diabetes coexisted. We feel 
that the true incidence of diabetes complicating 
peripheral arteriosclerosis is probably considerably 
higher; further, the fallacious concept that control 
of the diabetes will control the ischemic arterio- 
sclerotic lesion still persists in the minds of many 
clinicians. This error in therapeutic judgment keeps 
many arteriosclerotic sufferers from receiving the 
benefits of sympathectomy until the irreversible 
ischemic stage is reached. 

We feel our mortality figure of 13 (8 per cent) 
is justified considering the gravity of the problem 
and the frequent cerebral, cardiac, renal, and arte- 
riosclerotic complications which must be dealt with. 


TABLE I—ARTERIOSCLEROSIS OBLITERANS 


Ages 21-40 41-60 61-80 81lplus Total 
Patients 6 72 78 5 161 

Males 5 56 50 2 113 

Females 1 16 28 3 48 
Diabetes 2 6 10 18 
Mortality 1 4 6 2 13 
Extremities 

involved 9 119 132 4 264 
Upper extremities 

involved 2 2 
Pre-existing 

gangrene 2 25 38 4 69 
Extremity loss 2 10 14 1 27 
Arterial 

restoration 3 8 6 17 


Table I also shows the loss of extremities in 
relation to pre-existing gangrenous lesions. We feel 
that once the skin barrier is broken and gangrene 
has started, the death knell has been sounded for 
the extremity. We believe sympathectomy has saved 
more than half the gangrenous extremities with 
which we have dealt. The relative infrequency of 
upper extremity arteriosclerotic ischemic problems 
can be noted. 


TABLE II—EMBOLIC ARTERIAL OCCLUSIONS 


Ages 21-40 41-60 61-80 Total 
Patients 5 15 4 24 

Males 2 5 2 Q 

Females 3 10 2 15 
Mortality 3 1 4 
Extremities involved 6 12 4 22 
Upper extremities 

involved 1 1 
Pre-existing gangrene 1 5 1 7 
Extremity loss 5 1 rj 
Arterial restoration 1 6 2 9 


Analysis of Table II reveals the lower age dis- 
tribution in embolic arterial occlusions, 20 (83 per 
cent) of our patients being between 21 and 60 years 
of age. There were no patients less than 21 or more 
than 80 years old. Fifteen (approximately two thirds) 
of these cases were in females, which corresponds 
to the sex incidence of rheumatic valvular disease, 
by far the greatest etiologic mechanism. The high 
mortality, 4 (17 per cent), reflects the seriousness 
of an additional embolic insult to a damaged cardio- 
vascular system. The delay in recognition by the 
clinician greatly decreases the chances of a success- 
ful restorative embolectomy, and thus adds to the 
mortality when the needed sympathectomy is per- 
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formed. As can be seen in Table II the extremity 
loss is equally high. 


TABLE III—THROMBOANGIITIS OBLITERANS 


Ages 0-20 21-40 41-60 Total 
Patients 1 11 3 15 

Males 1 11 3 15 
Extremities involved 2 22 9 33 
Upper extremities 

involved 5 2 8 
Pre-existing gangrene 3 3 6 
Extremity loss 1 1 2 


Analysis of Table III reveals the relatively few 
cases of Buerger’s disease (15)—approximately 5 
per cent of the total cases—encountered in our spe- 
cialty practice. It must be considered as a rare dis- 
ease and, for all practical purposes, a 100 per cent 
male affliction. As can be seen, 12 (80 per cent) of 
our cases were in men under 40 years of age. It is 
not surprising that there was no mortality in this 
group as the patients were younger individuals 
who were not suffering from the ravages of time 
and arteriosclerosis. There were no patients past 
60 years of age. 

Table III also indicates that we were able to 
save 2 (two thirds) of the extremities in which 
there were pre-existing gangrenous lesions. 


TABLE IV—RAYNAUD’S DISEASE 


Ages 21-40 41-60 61-80 Total 
Patients 15 7 4 26 
Male 1 1 
Female 5 6 4 25 
Extremities involved 37 15 8 60 
Upper extremities 
involved 16 5 21 
Pre-existing gangrene 7 4 11 


Table IV shows the high incidence of Raynaud’s 
disease in the middle aged, which does not mean 
that the angiospastic manifestations of the disease 
do not appear early, but rather that it takes years 
of suffering to drive these emotionally disturbed 
individuals to the vascular surgeon for relief. Again 
there were no patients less than 21 or more than 80 
vears of age. As is usual, the disease occurred far 
more frequently in females. There has been no 
mortality and no loss of extremities in our series. 

Table IV reveals that 11 (close to one fifth) of 
these patients presented gangrenous lesions when 
first seen. All of these healed without any ex- 
tremity loss. Approximately one third of the sym- 
pathectomies were of the cervicodorsal type in 
which an extrapleural third rib resection approach 
was used to denervate the upper extremities. 


TABLE V—PERIPHERAL VENOUS PROBLEMS 


Ages 21-40 41-60 61-80 Total 
Patients 12 9 4 23 
Males z 4 6 
Females 10 5 2 17 
Extremities involved 15 14 Z 31 
Pre-existing gangrene 5 11 1 17 


Table V reveals our experience with sympa- 
thectomy in conjunction with, either at the time or 
later, the treatment of severe venous stasis prob- 
lems. When, in connection with severe stasis syn- 
drome, the angiospastic phase is severe, we believe 


> 
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sympathectomy is indicated. Individuals between 20 
and 60 years of age made up nearly all (91 per cent) 
of our cases, and the remainder (9 per cent) were 
in patients in the 6l-to-80-year group. Seventeen 
(74 per cent) of the cases were in females; there 
was no patient mortality and no loss of extremities. 
Healing occurred in all patients with severe stasis 
problems, and maintenance was possible with or 
without compression support. 


TABLE VI—PERNIO, CAUSALGIA, VASCULAR TRAUMA 
0-20 21-40 41-60 61-80 Total 


Patients | 12 22 
Males 3 6 
Females 1 9 a 16 

Extremities involved 18 33 

Upper extremities 
involved 


Ages 


6 


4 
Pre-existing gangrene 1 4 8 


Table VI is not statistically important because 
of the wide variety of rare cases included, such as 
trench foot, immersion foot, intractable pain, ex- 
tremity trauma, and several cases of severed fem- 
oral or iliac arteries as the result of surgical trauma 
and errors during performance of vein ligations and 
hernioplasties by others. No patients were more 
than 80 years of age, and there was no mortality. 
In our patients there was no loss of extremities 
when these statistics were obtained; however, re- 
cently it was necessary to amputate the leg of a 
40-year-old man below the knee, owing to a fem- 
oral artery ligation performed elsewhere which 
went unrecognized for 24 hours. Complete arterial 
restoration failed owing to the time lapse ; however, 
the knee joint has been saved. 

Table VII summarizes our cases. With a total 
of 271 patients the over-all mortality was 17 (6.3 
per cent). Of a total of 443 extremities, the extrem- 
ity mortality was 17 (81 per cent). Of the total 
extremities, 118 (27 per cent) had gangrenous le- 
sions at the time of our original examination. We 
feel that approximately three extremities with 
gangrenous ischemic lesions were saved for each 
one lost. We have no way of statistically determin- 
ing the prophylactic value of sympathectomy in 
gangrene, but we feel that it is extremely valuable. 

When the arteriosclerotic process is relatively 
localized to certain segmental areas of the aorta, 
iliac, femoral, or popliteal vessels, it is a segmental 
type of arteriosclerosis obliterans which frequently 
lends itself to a restorative procedure. 

Included in the above tables are 17 secondary 
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thromboendarterectomies. We have had one fatality 
to date, in a 40-year-old male who was, incidentally, 
our first case approximately 2 years ago. This man 
suddenly expired on the ninth postoperative day 
from massive pulmonary infarction which was 
proved at autopsy. This patient had disobliteration 
of a 10-inch segment of the right femoral artery 
from external iliac to midfemoral level. He had a 
return of normal dorsalis pedis pulsation and an 
oscillometric index of 2 at the ankle level just prior 
to the thromboembolic complication. This fatal em- 
bolism occurred in spite of adequate anticoagulation 
therapy controlled by one of our most dependable 
laboratory sources. 


It is our opinion that potential trauma to the 
contiguous femoral or popliteal veins with subse- 
quent increased thrombotic tendency warrants 
prophylactic superficial femoral vein ligation at the 
time of arterial disobliteration. This regimen has 
been followed in all subsequent cases without em- 
bolic complications. 


Of the 17 thromboendarterectomies which were 
performed, two extremities subsequently had to be 
amputated, both on the same individual, a 64-year- 
old male with bilateral gangrenous changes of the 
digits and extensive femoral and popliteal throm- 
botic involvement. 


All of these cases were diagnosed before ar- 
terial restoration by inspection and palpation of 
potentially involved retroperitoneal arterial struc- 
tures at the time of lumbar sympathectomy to- 
gether with iliac or femoral aortography. We have 
not been using blind translumbar aortography, be- 
lieving the risk to be greater than injection of the 
arteries under direct vision. This concept is also 
strengthened by a firm belief that lumbar sympa- 
thectomy should precede all arterial restorative 
procedures whenever possible. 


Cannon and Barker* have recently reported on 
a total of 37 thromboendarterectomies with excel- 
lent results in those cases in which patency of at 
least the distal portion of the popliteal artery could 
be demonstrated and countercurrent arterial filling 
could be demonstrated roentgenographically. How- 
ever, we feel that even better results might have 
been obtained by the routine preoperative use ‘of 
lumbar sympathectomy as a therapeutic regimen. 
Our experiences with aortic iliac and femoral homo- 
grafts will be reported later. We are also engaged 
in animal research in the use of synthetic nylon 
tubes as substitutes for homografts, venous auto- 


TABLE VII-SUMMARY 


Embolic 
Arterial 
Occlu- 


sions 


Arterio- 
sclerosis 
Obliterans 


Disease angiitis 


Thrombo- 


Obliterans 


Pernio, 
Causalgia, 
Vascular 
Trauma 


Peripheral 
Venous 
Problems 


Raynaud's 


Total 
Disease 


161 24 
Male 113 9 
Female 48 15 

Mortality 13 4 

Extremities involved 264 22 

Upper extremities 
involved 

Pre-existing gangrene 69 

Extremity loss 27 

Arterial restoration 17 


Patients 


23 22 
6 6 
17 16 
31 33 


6 
17 8 


15 1 150 
25 121 
17 
é 33 60 443 
18 
6 11 118 
2 36 
26 
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grafts, and, possibly to some extent, for thrombo- 
endarterectomy. 

We must, however, remember that when we 
disobliterate the patient’s own arterial structures 
we are usually able to conserve and restore to activ- 
ity the great majority of the regional collateral ar- 
teries arising from the obstructed segment. The 
most we can hope for with replacement procedures 
is restoration of continuity, and if for any reason 
that continuity is disrupted, many previously exist- 
ing collateral channels have been destroyed. 

We are at the threshold of a new era of sur- 
gery; tissue replacement of homologous structures 
and organs will soon become an established fact. 
Leading vascular surgeons predict transplantation 
of the heart itself within the next 10 years. Also 
‘he rapid development of the use of synthetic 
plastics which are nonreactive to host tissues stim- 
ulates research in replacement procedures beyond 
the scope of imagination at this time. When these 
ideas and possibilities are combined with an almost 
inlimited source of energy that is now in man- 
kind’s possession in this atomic age, it will be pos- 
sible to start thinking in terms of mechanical 
hearts, kidneys, et cetera, without being branded as 
a potential candidate for a psychopathic ward. 

It is our prayer that mankind will utilize these 
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skills and new sources of energy for his benefit 
rather than his destruction, and that the osteopathic 
profession will continue to keep pace with and per- 
haps even lead in some of the needed research to 
open wider the doors into the new medical world of 
the future, which, incidentally, is already here. 


SUMMARY 


We have described the role of lumbar sympa- 
thectomy as an aid to extremity survival in many 
types of vascular problems. We have presented 
statistical evidence in support of this. 

We have presented evidence of a reasonably 
low mortality ‘rate even when dealing with many 
aged poor-risk patients. 

We have described in detail our surgical technic. 

We have presented our experience with 17 
thromboendarterectomies, most of which have been 
performed within the past year and therefore too 
recently to be statistically analyzed. We have 
stressed the value of sympathectomy combined with 
thromboendarterectomy as a diagnostic and thera- 
peutic approach. 

We have mentioned the use of homografts and 
synthetic restorative procedures. 


3450 W. 43rd St. 


3. Cannon, J. 


A., and Barker, W. F.: 
obstructive femoral arteriosclerosis by endarterectomy; experience with 
semiclosed technique in selected cases. Surgery 38:48-60, July 1955. 
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The Diagnosis and Management of Nonpenetrating 
Abdominal Injuries 


E. F. LEININGER, D.O., F.A.C.O.S. 
Des Moines, Iowa 


The rapid increase in the frequency of automobile 
and industrial accidents serves to emphasize the neces- 
sity for early diagnosis and proper treatment of non- 
penetrating injuries of the abdomen, for promptness 
may mean the difference between life and death for the 
victim. This need is increasingly felt since a greater 
number of these injured people are being seen in the 
smaller hospitals which have more limited facilities, but 
Which are closer to the scene of accident. No other 
traumatic lesion requires more careful judgment or 
closer observation than the nonpenetrating abdominal 
injury. 

It is easy for the doctor to become preoccupied 
with the more obvious injuries and neglect the possi- 
bility of the less apparent abdominal injury. It is only 
natural that dramatic injuries, such as a fractured skull. 
a broken neck, or a multiple complex fracture, arrest 
and demand attention. When it is considered that the 
true nature and the full extent of severe damage to the 
intra-abdominal organs may be concealed behind ab- 
dominal walls which show no evidence of injury what- 
soever, it is not surprising that the examiner may 
presuppose that, because of the absence of marks of 
external violence, no injury exists. This pitfall may be 
avoided by an adequate and thorough physical examina- 
tion and careful evaluation of all injuries. 

_ The history of the injury is highly important since 
the etiologic factors play a major role in the diagnosis 


of the probable extent of intra-abdominal injury and in 
the formulation of a plan of treatment. Because of the 
mobility of most of the abdominal viscera, trauma ap- 
plied slowly is less likely to cause visceral rupture than 
are sudden sharp blows. A distended hollow viscus is 
more likely to rupture than is one that is empty. Vis- 
cera lying in a fixed position near the spinal column or 
the lumbar musculature are particularly susceptible to 
injury since the traumatizing force can readily crush 
them against these firm structures. Consequently, the 
kidney, pancreas, and duodenum are frequent sites of 
injury. 

Tearing injuries of the small bowel are most likely 
to occur near its points of fixation, such as near the 
ligament of Treitz, near the ileocecal valve, or at the 
root of the mesentery. All of the small bowel tends to 
rupture more easily in its antimesenteric border, this 
site presumably being weaker than the mesenteric site. 

Hollow viscera appear to be more readily ruptured 
by a blow with a sharp object while solid viscera are 
more readily injured by a blow from a broad crushing 
object. In spite of the protected position of the liver 
and spleen under the costal cage, they are not infre- 
quently injured. However, these injuries are often 
associated with fractures of the lower ribs or evidence 
of trauma over these ribs which should serve to direct 
attention to the underlying viscera. 

Fracture of the pelvis and particularly of the pubic 
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rami should direct attention to the urinary bladder and 
urethra. Diagnosis of severe damage to the intra- 
abdominal structure is not usually possible immediately 
after the accident. In this stage the severity of the pain 
is often less than the severity of the abdominal lesion. 
The same is true of tenderness to palpation. In these 
cases a short period of vigilant observation may be of 


value. 


Repeated examinations of the abdomen also will 
reveal progressive symptoms of the injury which is 
present behind the abdominal wall. Repeated checks 
of the blood pressure, pulse, respiration, and tempera- 
ture are routine and mandatory and should be done at 
30-minute or at least at hourly intervals. Nothing will 
replace careful, repeated clinical studies. 


Laboratory procedures which should be carried out 
at the onset should consist of routine tests of blood, 
such as blood counts, leukocyte and differential leuko- 
cyte count, erythrocyte count, and hemoglobin and 
hematocrit determinations, the last being one of the 
most important tests for determining the status of the 
circulating blood. This initial blood study should also 
include blood typing and specimens to be used for 
crossmatching. The hematocrit determination should be 
repeated at frequent intervals, especially if shock is 
present. It might be necessary to repeat it as frequently 
as every 15 or 30 minutes. A blood amylase determina- 
tion at 12- or 24-hour intervals may be of value in case 
of injury to the pancreas. Blood bilirubin estimations 
will be useful at a later date in suspected liver injury. 
It cannot be overemphasized that the information 
gained by repeated erythrocyte counts and hemoglobin 
estimations with accurate hematocrit estimations will be 
of inestimable value to the physician in his management 
of these injuries, especially when intra-abdominal bleed- 
ing 1s present. 


A minimum of x-ray studies must be carried out. 
An upright chest and abdominal scout picture should be 
obtained if possible. Many patients cannot assume the 
upright position, but most x-ray tables today will allow 
the patient to be placed in a semi-upright position which 
will serve to good advantage. Films should be taken to 
determine the presence of free air under the diaphragm 
for, if air is found beneath the diaphragm, it indicates 
that there has been a rupture of a hollow viscus. How- 
ever, if air is not found it does not completely rule out 
that possibility. Obliteration of the psoas border may 
suggest the presence of intra-abdominal hemorrhage or 
a large intra-abdominal hematoma. Some of the omi- 
nously silent areas on x-rays may be caused by extensive 
hemorrhage. Frequently in cases of rupture of the 
liver, the lower margin of the liver is displaced down- 
ward owing to hemorrhage beneath the diaphragm. 
X-ray of the abdomen of course should include the 
pelvic structure as well as bones and joints and the 
vertebral column, all of which may be involved. If 
fractures of the lower ribs are present and fractures of 
the transverse processes of the lumbar vertebrae, it is 
very possible that injury may have occurred to one or 
the other of the kidneys. 


Special procedures such as intravenous urography 
may be carried out to help determine the presence and 
extent of kidney injury. A catheterized urine specimen 
should be obtained, and if blood is found, an opaque 
medium should be placed in the urinary bladder and 
an x-ray taken. If it is deemed advisable, abdominal 
taps may be carried out by the use of a large caliber 
spinal needle passed through the abdominal wall. Small 
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amounts of blood obtained by this method are adequate 
to indicate the presence of intra-abdominal hemorrhage. 

Patients who are seen immediately or shortly fol- 
lowing trauma may not give evidence of shock. Al- 
though lowered blood pressure is usually evidence of 
early shock, it is frequently the result of late shock. 
If the accident is of such a nature that shock might be 
expected, treatment should be employed immediately 
without waiting for the blood pressure to fall. The 
pulse is frequently slow for some time after injury, 
and this should not be permitted to give a false sense 
of security. The person who is in shock when first seen 
will require plasma or expanders with properly matched 
blood as soon as it can be obtained and administered. 
In severe hemorrhage, intravenous blood under pres- 
sure, or furnished through all four extremities, or even 
intra-arterial transfusion may be the only means of 
correcting shock. 


Administration of oxygen, use of vasoconstrictor 
drugs, controlled application of external heat, and 
postural measures will also help to combat shock. 
Adrenal cortical agents are also valuable. 


When response to shock is good but of short dura- 
tion, immediate surgery to control hemorrhage is essen- 
tial. When response is absent or poor, a desperate 
situation prevails which will test clinical judgment. In 
critical instances in the presence of irreversible shock, 
laparotomy may be performed, supported by massive 
multiple transfusions, with satisfactory results. It can- 
not be overemphasized that vigorous combating of 
shock is of utmost importance. 


The kidney is found to be the most frequently in- 
jured organ, but it produces the least dramatic and 
threatening emergency. Right flank trauma causes renal 
injury more often than hepatic damage, whereas left 
flank trauma causes spleen damage more often than 
kidney damage. Surgery of the kidney may consist of 
drainage of a perirenal hematoma, suturing of a renal 
laceration, or partial or complete nephrectomy. 


Lacerations or fractures of the spleen frequently 
occur with massive hemorrhage. Subcapsular hemato- 
mas also occur in the spleen, and frequently these rup- 
ture at a later date with sudden profuse hemorrhage. 
Left upper quadrant pain, tenderness, and rigidity, with 
elevation of the left diaphragm and increased soft tissue 
density seen on x-rays, and possible stomach displace- 
ment to the left should aid in diagnosis. In this injury, 
abdominal taps with a spinal needle are of particular 
value. Immediate splenectomy following the combating 
of shock is the treatment of choice. 


The liver is injured almost as frequently as the 
spleen. It suffers tears of the right lobe six times as 
frequently as of the left, with stellate rupture of the 
dome being the most frequent. The injury may consist 
only of rupture of the hepatic capsule or it may consist 
of a subcapsular hematoma, frank laceration, or central 
rupture with subsequent cystic abscess formation. 
Bleeding may be controlled by placing interlocking 
mattress-type sutures or by packing with Gelfoam, 
Oxycel, or oxidized gel packs. 


For the purpose of diagnosis, catheterization of 
the urinary bladder with attempted recovery of a meas- 
ured amount of instilled fluid is an unreliable criterion 
inasmuch as a plug of omentum or other viscus may 
close the bladder rim or the catheter may enter the 
peritoneal cavity, and intraperitoneal extension of the 
laceration may allow complete recovery of the fluid. 
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The constant desire to void is more important and 
characteristic than any other sign. Cystographic study 
using a radiopaque medium such as Skiodan or sodium 
iodide solution is probably the most reliable diagnostic 
procedure for determination of lacerations of the uri- 
nary bladder. 

Early symptoms of laceration or perforation of a 
hollow viscus, such as the stomach, duodenum, or small 
bowel, or of the ileocecal area, are less dramatic than 
later symptoms; therefore, the period necessary for 


diagnosis is usually longer than for other types of non- . 


penetrating injuries. The presence of free air in the 
abdomen is diagnostic, and exploratory laparotomy 
should be carried out. When the site of laceration is 
found, it should be repaired and adequate abdominal 
drainage established. Decompression of the intestinal 
tract may be carried out and maintained by the use of 
a Levin or a Miller-Abbott tube. It is necessary for the 
success of these operative procedures that they be car- 
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ried out under the best anesthesia and with the most 
skilled anesthetist possible. Thorough exploration, 
through adequately large incisions, should be made, and 
if contamination or spillage has been present and peri- 
toneal soiling has occurred, the peritoneal cavity should 
be thoroughly drained. The postoperative course of 
these individuals is usually rather stormy. It is impor- 
tant that fluid balance be maintained. Adequate con- 
sultation should be had with the department of internal 
medicine as well as the department of orthopedics and 
other related departments. 

In conclusion, the nonpenetrating wound of the 
abdomen is one which demands the attention of the 
most skilled individuals of the surgical staff of any 
institution. These patients must never be placed under 
the care of interns or residents who may not under- 
stand and evaluate the early signs as they present them- 
selves, and therapy may be too little or too late. 


603 E. 12th St. 
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DISCUSSION 


Addison Hombs, D.O., Troy, Mo.—There is no room for 
argument with Dr. Leininger’s excellent discussion of nonpene- 
trating abdominal injuries. Certainly this classification of trau- 
ma presents a challenge to the diagnostic acumen and surgical 
judgment of all surgeons. 


As in all diagnostic problems, a careful history is of ut- 
most importance. Since the most frequent cases of intra- 
abdominal trauma are in automobile accident victims, the ex- 
amining surgeon should ascertain, when possible, the position of 
the victim in the car, including whether he was driving, where 
he was sitting or lying, if he was thrown from the car at the 
time of impact, whether he was subjected to possible crushing 
injuries, and any other pertinent information. In this manner, 
suspicion may be directed at possible internal injury. I have 
found highway patrolmen, ambulance attendants, and other 
motorists to be invaluable assistants in providing information 
of this type. The victims themselves are usually the least re- 
liable sources of accurate information. Victims who were 
heavily intoxicated, sleeping, or unconscious at the time of the 
accident may suffer severe injury with little or no recollection 
of the circumstances. 


The age of the patient is an important aid to early diag- 
nosis of intra-abdominal trauma, particularly in children. It 
should be remembered that the true pelvis of the adult is 
somewhat rudimentary in children; the bladder in a child is 
thus an intra-abdominal and not a pelvic organ. The liver and 
spleen are likewise protected to a lesser degree by a more 
flexible and shallow costal cage. Elderly patients with sclerotic 
changes in vessel walls and attendant limited elasticity are likely 
candidates for perforation or rupture of the aorta or vena cava. 
Vaginal bleeding in the female must not be casually dismissed 
aS menstruation but should be investisated to rule out abortion 


due to trauma and even rupture of the fundus in more advanced 
pregnancy. 

Sudden increase in intra-abdominal pressure due to violent 
compression may produce traumatic diaphragmatic herniation or 
laceration of the leaves of the diaphragm. In the absence of 
radiographic evidence of fractured ribs, x-ray evidence of pul- 
monary atelectasis with elevation of an irregular diaphragmatic 
surface and the recovery of bloody fluid on aspiration of the 
chest should arouse suspicion of diaphragmatic laceration. The 
usual physical findings of respiratory distress, absence of breath 
sounds on the affected side, and dullness on percussion also aid 
in diagnosis. 

A frequent complication of fracture of the vertebral column 
as well as of the pelvis is development of ileus due to retro- 
peritoneal hematoma. This clinical picture is an alarming de- 
velopment and calls for careful evaluation of the patient’s 
clinical status to rule out visceral insult. The condition usually 
responds to Urecholine or neostigmine, although in some cases 
intestinal intubation will be necessary to correct distention pend- 
ing resolution of the hematoma. An indwelling catheter may be 
necessary to control urinary retention frequent in this compli- 
cation. 

A urologic complication that I have observed is luxation 
of the testicle, this structure being displaced by extreme vio- 
lence either through the inguinal canal or into a subcutaneous 
position in the lower abdominal wall. This injury is usually 
encountered in motorcyclists and horseback riders. It may easily 
be overlooked in the perfunctory inspection of the male genitalia 
at the time of examination. 

Traumatic laceration of the liver or spleen is an urgent 


surgical problem. I do not hold with the theory of watchful 
expectancy in these cases. Certainly shock must be treated, but 
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it must be remembered that intra-abdominal bleeding frequently 
recurs or becomes greatly accelerated after the blood pressure 
has risen in response to transfusions. A brief interval of obser- 
vation may be permissible; however, a decision must be made 
before expiration of that optimum period during which maxi- 
mum benefit from surgery may be expected. In case of doubt 
when profuse intra-abdominal hemorrhage is evident or sus- 
pected, exploratory laparotomy is the wisest choice. Surgery 
may be undertaken even in the presence of shock, provided 
sufficient whole blood is available. These infusions may be ad- 
ministered under pressure with large gauge needles or cannulas 
either intravenously or intra-arterially. 

Endotracheal positive pressure anesthesia is essential. Open- 
ing the abdomen in the ‘presence of an unsuspected diaphrag- 
matic laceration could result in sudden complete pulmonary 
atelectasis and immediate death. Upper abdominal trauma and 
hemorrhage demand expert control of respiratory excursion to 
facilitate adequate surgical correction. 

As emphasized by Dr. Leininger, the incision for explora- 
tion must be adequate. There is no surgical situation more 
desperate than profuse hemorrhage with inadequate exposure. 
It should be remembered that an incision heals from side to 
side and not from end to end. Since it is essential that the site 
of intra-abdominal bleeding is rapidly identified and controlled, 
vessels cut in making an abdominal incision are either clamped 
or ignored. Valuable time must not be wasted ligating insig- 
nificant incisional bleeders. Bleeding from the incision is usually 
no problem since peripheral circulation is poor in profuse intra- 
abdominai hemorrhage. 

It is common experience that a patient who is hemorrhag- 
ing profusely usually places the entire operating room team in a 
state of tension and apprehension, at which time mistakes are 
most apt to occur. For that reason no small gauze squares or 
sponges should be used, and large abdominal pads or rolls are 
more readily accounted for during the routine sponge check. 

Blind clamping of hemorrhaging vessels is to be con- 
demned. Extensive damage to vital tissues such as the common 
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duct, pancreas, duodenum, colon, and other portions of the in- 
testinal tract is too frequently a complication of hasty blind 
application of a clamp to control hemorrhage. Hemorrhage 
from the liver may be readily controlled by the surgeon or his 
assistant with digital pressure on the hepatic artery through the 
foramen of Winslow. A toilet of the area may then be made 
and lacerations repaired. Similarly the splenic artery may be 
compressed by digital pressure, allowing the surgeon adequate 
exposure to ligate and divide the splenic pedicle. It is well to 
remember that ligation of the splenic artery, as a first step, 
results in vascular shrinkage of the spleen, creating a much 
larger operating field. Care must be exercised not to damage 
the pancreas or renal pedicle in ligating or dividing the splenic 
pedicle. 


Mobilization of the liver for repair of trauma causes much 
concern to many surgeons who are prone to regard it as a large, 
vascular, inaccessible organ, more or less permanently fixed in 
the upper right quadrant. True, it is securely attached to the 
diaphragm by well-defined ligamentous structures, but these are 
avascular ligaments for the most part and may be easily divided. 
The left triangular and falciform ligaments are first divided, 
allowing the liver to be mobilized downward, and the dome 
rolled anteriorly. The upper leaf of the right triangular liga- 
ment is thus placed on stretch and may be divided under direct 
visualization. Most ~tellate lacerations of the dome may be re- 
paired with this approach. If it is found necessary, the inferior 
leaf of the right triangular ligament may also be divided, pro- 
viding complete mobilization. This approach also gives direct 
visualization of the structures under the bare area of the liver, 
namely the inferior vena cava, the right suprarenal gland, and 
the portosystemic anastomosis of veins. Repair of the divided 
ligaments is accomplished with simple interrupted sutures. The 
left triangular ligament needs no fixation. 


The nonpenetrating abdominal injury demands skillful diag- 
nosis, sound surgical judgment, the courage of positive decision, 
and the proper and timely application of basic surgical principles. 


In the 16th century, Fracastoro formulated the idea that 
communicable diseases were caused by “living agents,” a thought 
that occurred to earlier minds but, except for the scabies mite, 
without supporting evidence that survived to modern times. 
Later investigators, such as Snow, Henle, Panum, Budd, 
Holmes, Semmelweis, and Hirsch, inferred the probable ex- 
istence of such agents strictly by epidemiological methods. 
However, it was only after invention of the achromatic micro- 
scope that Pasteur, Koch, and their followers, using Henle’s 
principles, demonstrated that microorganisms are the primary 
cause of certain diseases. This important work put on a firm 
scientific foundation man’s understanding of the pathogenesis of 
infectious disease. 

Since that time many other etiological agents (helminths, 
protozoans, fungi, bacteria, rickettsiae, and viruses) have been 
identified with diseases of both man and animals. Principal 
interest has focused upon the differential disease diagnosis and 
pathogenesis and the treatment of the patient. In comparison, 


THE EPIDEMIC CLIMATE 


relatively little attention has been paid to the biological survival 
mechanisms and mode of transmission of infective agents in a 
community, particularly during the endemic prevalence or dur- 
ing the interepidemic period. There has also been relatively 
little investigation of the factors that determine the fluctuations 
in incidence and distribution of communicable diseases or of 
those fundamentals that are of importance in determining 
whether an infection regresses spontaneously or evolves into an 
overt disease. There is evidence that such factors as climate 
and season and the nutritional state and hereditary constitution 
of the host are factors in the natural history of microparasites, 
hut there is little experimental data to indicate just how these 
determinants influence the spread and survival of the infective 
agents. . . . However, although there has been much specula- 
tion, science has yet to define the circumstances which determine 
why in certain infections many individuals hecome infected but 
few become diseased.— Winston H. Price, Ph.D., Public Health 
Reports, February, 1956. 
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SURGICAL ISSUE—III 


This Surgical Issue of THE JouRNAL is of such 
quality and usefulness as to merit a comment that will 
introduce a special issue to new readers, furnish signifi- 
cant facts to all specialty groups interested in improv- 
ing their JourRNAL contributions, and acquaint the 
general reader with the struggle necessary to produce 
good medical articles. Again, a special issue—the third 
~-has been made possible by the far-visioned program 
of the American College of Osteopathic Surgeons, 
which has made available to THE JoURNAL the papers 
prepared for the Twenty-Eighth Annual Clinical As- 
sembly, held in Washington, D.C., from October 31 to 
November 3, 1955. 

The articles in this Surgical Issue far exceed in 
interest and usefulness the limits of any one specialty 
group; they will appeal to many general practitioners 
as well as men in other specialty fields. The 1955 Sur- 
geon’s program gave special attention to peripheral 
vascular problems, to the diagnosis and handling of 
malignant diseases, and to the many varied prob- 
lems of obstetrics and gynecology. These articles were 
prepared by men thoroughly trained and broadly ex- 
perienced in the field within which their subject fell. 
The manuscripts have been carefully prepared for pub- 
lication through the close cooperation of the Editorial 
Committee of the College, the authors themselves, and 
the editors of THe JourNAL. These articles not only 
possess good literary quality, but the material is au- 
thentic, practical in its application, and of wide useful- 
ness. Readers who turn first to their profession’s scien- 
tic publication, giving it an even break with other 
medical literature, will not leave off its reading quickly 
~ and they will find a reborn pride in their profession. 

The high character of this year’s contribution of 
the College to our literature—the finest to date—is not 
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because it is presented as an issue of rather than a sup- 
plement to THe JourNnaL. At first glance an issue 
seems more impressive than a supplement, yet its im- 
pressiveness would soon be lost if the articles them- 
selves were not of consistent worth. Such uniformity 
of excellence is no accident. Four years ago the Ameri- 
can College of Osteopathic Surgeons, by action of its 
Board of Governors, authorized its Editorial Commit- 
tee to develop a broad policy with two objectives: to 
promote the best possible papers for Clinical Assembly 
programs and to insure that as articles these papers 
would rate as good medical literature. Dr. Don E. 
Ranney, Detroit, was made chairman of the newly 
motivated Committee. The Committee, under Dr. Ran- 
ney’s able leadership, mapped out a campaign of in- 
forming program chairmen and educating program 
participants in the production of manuscripts worthy 
of consideration for publication. 

Since THE JOURNAL was to be the publication out- 
let, it was necessary that all articles comply with its 
style, based on standards common to all scientific peri- 
odicals. This required constant consultation and co- 
operation between the College and THE JouRNAL edi- 
tors, especially with the Assistant Editor, who with her 
asststants, is immediately responsible for production of 
the periodical. 

Special mention should be made of near prodigal 
expenditure of time and effort by Dr. Ranney and his 
tireless devotion to the continuing development of the 
College’s program. He would emphasize that his suc- 
cess thus far has been due to the help of many: the 
growing appreciation of the Board of Governors of the 
College of the educational value of this special program, 
the pride of members of the College in a total publica- 
tion devoted to their program papers, the willing co- 
operation of authors in conforming their papers to 
given standards and in revising and rewriting until 
each paper is satisfactory to all concerned. Each year 
the manuscripts from the surgical program are growing 
progressively better and increasingly acceptable as med- 
ical literature. 

Informed readers have become quick to recognize 
that JouRNAL authors are authentic and experienced 
persons in the field about which they write. The publi- 
cation itself is acknowledged as a peer among high 
grade medical periodicals. It is finding its way into 
more and more medical libraries, not only in the United 
States, but in foreign countries. The publication reflects 
the ability of osteopathic physicians and of specialists 
in the various fields of osteopathic medicine, and it is 
bringing credit and prestige to its authors. 

The Board of Governors of the College requires 
that members who appear on programs prepare ar- 
ticles in accord with requirements laid down by its 
Editorial Committee. But the College does not permit 
this demand to handicap the author in presenting his 
material. His paper, therefore, serves as an adequate 
and complete source, to be utilized by whatever method 
of presentation the speaker prefers. Too often, an 
informal, extempore presentation is merely an excuse 
for such sloppy, inaccurate and inadequate develop- 
ment of a subject, that the listener derives little benefit 
and may well be critical of the speaker as an authority 
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on the subject he purports to treat. The best informal 
presentation is one that grows out of scholarly and 
formal preparation. 

These facts are not applicable merely to a special 
issue of THE JOURNAL under the auspices of one spe- 
cialty college. The program, such as that of the College 
of Surgeons, which requires that program material be 
adequately prepared in a formal manner and put into a 
properly prepared manuscript by all speakers, will re- 
sult in specialty supplements that will bring credit to 
any college, the author, Tue JouRNAL, and the entire 
profession. 

Governing bodies of all specialty groups are urged 
to give special study to their program and publication 
policies in an attempt to produce better annual pro- 
grams and articles worthy of publication. The Editors 
of Tue JourNat will be glad to assist in any way 
possible. Dr. Ranney has indicated his willingness to 
be as helpful as he can, emphasizing that the College’s 
own program is still in a developmental stage. 


ALBERT ABRAMS, ELECTRONIC 
AND THE FINAL AFTERMATH 
Reference to Albert Abrams, M.D., in the Febru- 
ary, 1956, Forum by two writers, each independently 
of the other, will remind older osteopathic physicians 
how completely this man has been forgotten. He died 
of pneumonia on January 3, 1924. Abrams was men- 
tioned by Dr. Dain Tasker (‘“Letters,” page 375) in 
connection with an episode illustrative of how dan- 
gerously near organized osteopathy came to turning 
down a road with a dead end a generation ago. Abrams 
and his electronic reactions (E.R.A.) were cited by Dr. 
Leon Page (‘‘Perspectives,” page 389) in a discussion 
of the osteopathic profession’s ability to maintain its 
balance at a period when the theories and methods of 
practice of Abrams had become an international issue. 
Only those who were contemporary with a fraud 
so subtly disguised can appreciate the position of the 
individual osteopath or organized osteopathy at that 
time. At the height of the controversy the osteopathic 
movement was urged both from within and without to 
ally with Abrams followers and the Abrams Founda- 
tion. The Foundation—set up to perpetuate the hum- 
buggery—had amassed about 2 million dollars, a fact 
once cited as evidence of the validity of the E.R.A. 
contribution to medicine. Abrams disciples included 
not only doctors of medicine and doctors of osteopathy, 
but also philanthropically inclined laymen, encouraging 
them to investigate the new discovery opposed by the 
American Medical Association. The number of osteo- 
paths who were lessees of the “oscilloclast”—the 
“magic box” to which Page refers in “Perspectives” — 
is known to be 130. The American Osteopathic Asso- 
ciation was not then prepared to record the connection 
of its members or nonmembers with Albert Abrams, 
upon whom the judgment of being ‘the outstanding 
medical quack of all time” has been fully validated. 


THE OSTEOPATHIC POSITION 


Organized osteopathy needs no apology for the 
position it occupied in the Abrams controversy. There 
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was no organizational wavering, but its leaders were 
not dogmatic at a period when a magazine of such in 
dependence and worth as the Scientific American saw 
fit to conduct a year’s investigation of E.R.A. The 
individual osteopathic physician was permitted to exer- 
cise his right of practice-judgment. At the end of the 
Scientific American investigation it was concluded: 
“At best [E.R.A.] is an illusion ; at worst it is a colossa! 
fraud.” It is a matter of regret that there were osteo- 
pathic physicians whose professional record was beyon«| 
reproach who became followers of Abrams. It can I}: 
asserted that relatively few osteopaths remained as 
committed followers after E.R.A.’s unmasking. For 
the majority who were connected with E.R.A., th 
whole affair rapidly became an abortive one. Within 5 
years of the E.R.A. peak, only a few simple enthusiasts 
remained faithful, including the irreducible number 
who stay with any questionable method as long as i: 
pays off adequately. 
ABRAMSISM 

For the benefit of younger osteopathic physicians 
with no knowledge of the Abramsism controversy, it 
should be said that Albert Abrams (1863-1924) was a 
practicing physician who propounded a series of elec- 
tromedical theories and presented them in 1916 in his 
“New Concepts in Diagnosis and Treatment.” He 
termed these theories “the practical application of the 
electronic theory in the interpretation and treatment of 
disease.” At the same time he founded the Journal o/ 
Electronic Medicine and acted as the editor of the first 
six volumes. It has been continued and is now pub- 
lished as The Electronic Medical Digest. As the author 
of a small book, “Diseases of the Heart,” published in 
1900, he was listed on its title page as Albert Abrams, 
A.M., M.D. (Heidelberg), and F.R.M.S., Consulting 


Physician for Diseases of the Chest, Mount Zion and 


the French Hospitals, San Francisco. 

The May-June, 1953, issue of The Bulletin of 
Medical History presented an interesting biographical 
sketch of Abrams revealing him as a man of “excep- 
tional intelligence and productivity” who might have 
made his mark with honor in twentieth century medi- 
cine. The Bulletin article, by Nathan Flaxman, M.D., 
describes the “electronic reactions” succinctly as fol- 
lows: 


Vibration in diagnosis and sympathetic vibration as a cor- 
rective were the essentials of this new concept. The diagnostic 
technic consisted in placing a drop of the patient’s blood in « 
box called a “dynamizer,” containing a “jungle of wires,” bat- 
teries and a rheostat. The “dynamizer” was provided with an 
electrode which was placed on the forehead of a healthy sul- 
ject facing westward in a dim light. From areas of dullne=s 
elicited by percussion of the healthy subject’s abdomen, Abrams 
attained the diagnosis of either disease or religion. If this 
sounded absurd, there was the therapeusis of sympathetic vibra 
tions supplied from another box, the “oscilloclast.” As adju- 
vants, vividly colored ointments, supposedly of a certain radiv- 
activity, were smeared over the patient’s abdomen. 


TRAGEDY 
E.R.A. as an issue in the United States did not 
long survive Abrams’ death, although 4 years afterwar'| 
his fantastic claims were still deluding the credulous in 


1. Flaxman, N.: A cardiology anomaly; Albert Abrams (186 
1924). Bull. Hist. Med. 27:252-268, May-June 1953. The bibliograph; 
includes the essential writings of Abrams, a number of works cor- 
cerning Abrams, and many critical studies of the E.R.A. movemen! 
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England, Canada, and France. But of the man and 
physician, Flaxman sees naught left except that which 
renders Abrams kindred to the more clever dema- 
gogues, charlatans, and mountebanks of all time. 

Abrams typifies the tragedy that follows the 
wreckage of a brilliant mind, especially when the indi- 
vidual loses “the ability to distinguish between true and 
false, ethical and unethical, moral and immoral.” Pre- 
cious human attributes are entirely replaced by the 
rapacious, the mercenary, and the venal. The tragedy 
eventually assumes a social aspect and becomes ultimate 
iragedy, no longer an individual influence, but a demonic 
force, engulfing alike followers and victims, and the 
victims of the followers. The effect of human de- 
ierioration and disintegration becomes total. 

Albert Abrams the man and doctor dead long be- 
fore Abrams the imposter and charlatan seems a fit 
subject for posthumous study by the modern psycholo- 
zist and psychiatrist. Therein may lie an explanation 
of a life which cannot justify itself. 

The lesson E.R.A. holds for today’s generation of 
octors was written out by Osler a generation before 
the E.R.A. fiasco: “It is much easier to believe than 
to doubt for doubt connotes thinking.” But like the 
Ten Commandments, the aphorism merits constant 
repetition, apparently with as little avail. Each new 
generation breeds its special variety of aberrancy, po- 
tentially a genuinely useful mutant or a fraud. And the 
new generation brings forth its believers, its enthusi- 
asts, and the charismatically oriented. By their very 
nature, such individuals possess little or no discrimina- 
tory power. 


A TWICE-TOLD TALE 

The electromedical theories of Albert Abrams as 
an issue in the United States are noted above to have 
come to an end following Abrams’ death in 1924. It 
should be pointed out, however, that the Abrams box, 
the oscilloclast, became a matter for government con- 
demnation less than 2 years ago when thirteen Abrams- 
type machines were barred from shipment in interstate 
commerce through the granting of an injunction decree 
by the Federal District Court at San Francisco. The 
decree was secured through the initiation of an injunc- 
tion suit by the Food and Drug Administration, U. S. 
Department of Health, Education, and Welfare. 

Thirteen variously named devices were claimed by 
the Electronic Medical Foundation of San Francisco 
to be capable of diagnosing and treating hundreds of 
serious diseases. A release by the Food and Drug Ad- 
ministration to medical journals on March 16, 1954,? 
stated in part: 

The injunction decree prohibits the shipping of any of the 
devices which is misbranded under the Federal Food, Drug, and 
Cosmetic Act because of any representation or suggestion in 
the labeling that it has value in the treatment or diagnosis of 
the diseases listed in the complaint or any other kind of disease, 
or has value in affecting any structure or function of the body; 
or which purports to produce low power radio waves or electro- 
magnetic energy, or low-frequency alternating magnetic energy 
which, when applied to the body, “normalizes” diseased tissue, 
thereby correcting disease conditions. 

Other portions of the F.D.A. release made familiar 
reading to physicians who witnessed enlistment of the 


2. U.S. Department of Health, Education, and Welfare: Release 
.o medical journals, March 16, 1954. 
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interest of a nation by the Electronic Reaction of 
Abrams. Again, the old story was retold: dried blood 
spots on filter paper from which the diagnoses were 
made, for a fee . . . the blood of a dead man that 
brought a diagnosis of colitis . . . an 11-week-old 
rooster’s blood that revealed sinus infection and dental 
caries . . . and a hamster’s blood sent to the Founda- 
tion’s blood “diagnostic” service as that of a man, re- 
ceiving a diagnosis of “tuberculous involvement, melan- 
cholia, and mixed toxins of the colon.” The release also 
told that coal-tar dye sent as the blood of a woman was 
reported to indicate systemic toxemia contributing to 
lowered vitality and anemic tendencies. More fre- 
quently, however, the diagnostic reports referred to 
“common cold toxins,” “colonic toxemia,” and “lowered 
glandular functions.” 

History had repeated itself. Osteopathic physicians 
a generation ago (i.e., those not taken in by the deceit ) 
had also found that the Abrams diagnostic service 
failed to distinguish the blood of animals or birds from 
that of men. Likewise they had been disillusioned by 
the potpourri of medical jargon that served as a “diag- 
nosis.” 

A PERSONAL INCIDENT 

As a sophomore osteopathic student in Kirksville 
(1922), the present Editor of the American Osteo- 
pathic Association had an opportunity to observe at 
first hand the operation of the E.R.A. diagnostic and 
postgraduate center then located in that little college 
town. This period was the peak of osteopathic interest 
in the Abrams methods, as well as its era of widest 
influence. The student’s wife was a teacher in Kirks- 
ville High School as well as the director of a church 
choir. The latter position naturally made demands upon 
her voice, requiring frequent solo singing. So full a 
work program found her somewhat depleted in the 
spring of 1922, and she was urged to come to the 
E.R.A. “center” for a diagnostic study: the result— 
tuberculous laryngitis and “bovine syphilis” (practically 
every individual who had ever had smallpox vaccination 
was afflicted with “bovine syphilis” as revealed by the 
E.R.A. “magic box’). The. personal experience of a 
second-year osteopathic student with E.R.A. in its 
heyday has left him to this day with a mind conditioned 
to question the worth of any medical procedure until 
tested and seemingly proved beyond the shadow of 
suspicion. Then he would reserve the right of sus- 
pended judgment, which is doubt waiting for a truth 
to be made manifest. 


THE HIGHER FOOLISHNESS 


Observation and experiment over several years 
brought the electromedical theories and practices of 
Abrams out of the dark (quite literally) and revealed 
E.R.A. as one with claims and procedures that David 
Starr Jordon 20 years ago so well named “the higher 
foolishness.” But error possesses the weed’s vitality, 
readily undergoing metamorphosis, with a power to 
perpetuate itself in scores of forms. As noted above, 
instead of one device, 30 years later there are thirteen 
upon which the injunction decree is binding. Society 
is no longer faced with a medical aberration whose 
aberrant nature demands proof. As such, E.R.A. was 
once a concern of scientists, of doctors of medicine and 
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of osteopathy, and others. Today, it is an offense that 
rests solely with fringe practitioners—F.D.A. estimates 
some 5,000 of these harbor the devices in their offices. 
I:.R.A. has become a twice-told tale. The Electronic 
Medical Foundation, once known as the College of 
Electronic Medicine (Abrams-founded), was set up to 
perpetuate the concepts and practices of Abrams. It is 
its officers—‘‘and all persons in active concert or par- 
ticipation with them”—upon whom the Federal Court 
decree is binding. 
ETERNAL VIGILANCE 

The cycle of Abramsism has come to its full 
round. But deceit, trickery, and fraudulence never die. 
I‘rauds uncovered have the power to metamorphose 
into new forms. Reborn, and often unrecognizable, 
they begin a fresh cycle: espousal by the credulous, 
propagation by the enthusiasts, and adoption by the 
uninformed, the naive, and the merely stupid. Even- 
tually these drop away, as they become disappointed 
and disillusioned. Vulturelike, the purely venal study 
the possibilities of the take. If it is deemed adequate, 
they stick with the game until the bitter end. These are 
they to whom “barred from shipment” serves only as a 
slight deterrent. But that does not lessen the service 
rendered to the health and welfare of the American 
people through the never-ending watchfulness and per- 
severance of the officials of the Food and Drug Admin- 
istration of the United States Government. 


LONG-RANGE PLANNING 

This issue of THE JOURNAL goes to press on the 
eve of the first regular March meeting of the Board of 
Trustees of the American Osteopathic Association. 
Scheduled from March 3 through March 6, it is the 
third of the 1955-1956 meetings. Despite the impor- 
tance of the July and midyear (December) meetings, 
devoted as they are to the organizational affairs of the 
profession, the March sessions may well prove to be the 
most significant of the three, being directed to entirely 
different ends—long-range planning toward the de- 
velopment of the profession. 

The 1956 meeting has a definite and distinctive as- 
signment involving a carefully prepared agenda: “Iden- 
tification and statement of the major purpose of the 
osteopathic profession and its organizations.” The sub- 
ject will be broken down into subtopics and given a 
workshop type of study for which members of the 
Board will be divided into three groups. Departmental 
heads of the Central Office Staff will serve as con- 
sultants. 

Such a formation of identity and purpose could 
accomplish five things: (1) Mark out the profession’s 
goals, (2) set up the terms by which an organized body 
confers and negotiates with other groups and reconciles 
conflicts within its own group, (3) define and interpret 
the status of osteopathy today, (4) help to overcome 
an indifference to the common good of the profession 
evidenced by some of its members, and (5) reduce ex- 
cessive emphasis on individual action and make possi- 
ble a more nearly complete group action. 

Such a potential is greater than any body of able 
men can accomplish within four days. Yet epochal hap- 
penings often come out of a reach that far exceeds the 
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grasp. The March, 1956, meeting of the Board is an 
attempt to tie on to what already is—and, as observed 
long ago, that is the only way in which history is made. 
This profession can go forward only from where it is 
today. 


THE NEW YORK MEETING 

Members of the profession who have not already 
marked July 16-20 off their calendars should do so at 
once. These are the inclusive dates for the Sixtieth An- 
nual Convention of the American Osteopathic Associa- 
tion to be held in New York City. 

There are two good and sufficient reasons for this 
none too early consideration. The first is the Conven- 
tion itself. The program as developed by Dr. Myron 
Beal of Rochester, N.Y., is very nearly completed. As 
usual, the May JourNnat will contain the entire pro- 
gram, practically as it will appear in its completed form. 
The May Forum, which should be at your desk by the 
end of April, will present highlights of the Convention 
week. 

Among the speakers will be many of the profes- 
sion’s widely-known men, together with new talent 
which promises a fresh approach. Dr. R. N. MacBain, 
president of the Chicago Osteopathic College, will 
sound the keynote of the Convention; and Dr. Paul 
van B. Allen, secretary-treasurer of the National Board 
of Examiners for Osteopathic Physicians and Sur- 
geons, will deliver the Andrew Taylor Still Memorial 
Lecture. Both men are well known throughout the 
profession as popular speakers and able leaders. 

Among the guest speakers is Mr. Bradshaw Min- 
tener, Assistant Secretary for State-Federal Relations, 
United States Department of Health, Education, and 
Welfare. His position is a high one in the Administra- 
tion, and his appearance at the national convention is in 
line with the profession’s move to accent broad respon- 
sibilities in the field of health. A second guest speaker 
of note is Mr. George P. Larrick, United States Com- 
missioner of Food and Drugs since August, 1951. The 
columns of THE JouRNAL have frequently referred to 
the relationship which FDA bears to medicine in the 
United States as being one of utmost significance to all 
physicians. Mr. Larrick’s appearance before the Con- 
vention is a significant event in osteopathic history. 

Among all of the speakers scheduled, the one most 
widely known, both professionally and popularly—and 
greatly admired on every score, is Dr. Paul Dudley 
White. 

A special feature of the 1956 Convention will be 
a week of instruction courses given in Philadelphia, 
July 9-14, under the auspices of the Philadelphia Col- 
lege of Osteopathy. 

The second reason that the Sixtieth American Os- 
teopathic Association Convention commands the pro- 
fession’s attendance is the place in which it is being 
held—New York City. today as never before in its his- 
tory.at one with the free world. This is the A.O.A.’s 
fourth visit to New York City, and the first in 10 years. 
No more really needs to be said about the week of July 
16 to 20. The details on reservations and suggestions 
for making out your program will be given you in the 
near future. 
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Notes and Comments 


Dental Abstracts.— 


At a time of overproductivity of healing arts jour- 
nals to the point where a new periodical is called upon 
‘o justify itself, the American Dental Association has 
launched a monthly publication which would seem upon 
its first appearance to be well justified. The January, 
1956, issue of Dental Abstracts, Volume 1, Number 1, 
does a thing much needed in all medical fields: it se- 
lects from the world literature the most recent advances 
recorded there and puts them in such form that the 
busy dentist, by a few hour’s reading, may keep abreast 
and also determine the particular articles which he 
vishes to read in their entirety. The format, distinctive 
‘ype, arrangement for rapid reading, and the best of 
.bstracting, not summarizing, skills—all make Dental 
ibstracts a publication of worth, and one to be wel- 
comed into the growing company of effective profes- 
ional periodical literature, a classification which is not 
too large. 


* * * 


Cervical Cancer.— 


The case finding rate for cancer of the cervix in a 
pilot study carried out in Memphis, Tennessee, over the 
past 2 years was forty times that observed in the com- 
munity prior to the study. The procedure used was 
examination of cells shed by the uterus, with biopsy as 
a follow up in cases where positive findings were en- 
countered. The high incidence of early, highly curable 
cases found in the study suggests that universal appli- 
cation might reduce the morbidity and mortality from 
this condition almost to the vanishing point. Surgeon 
General Leonard A. Scheele of the United States Pub- 
lic Health Service announced that as a result of the 
success of the pilot study, further studies will be con- 
ducted in eight additional communities throughout the 
country. 


* * * 


Cerebral Vascular Lesions.— 


In the last decade or two, great advances have 
been made in treating some of the cerebral vascular le- 
sions, with the result that accurate diagnosis has become 
of practical importance in separating those who can be 
benefited by specific treatment from those who cannot, 
according to an article in the October, 1955, Archives 
of Internal Medicine. The authors point out that be- 
fore successful therapy became available, accurate diag- 
nosis was purely academic and hence largely neglected. 

A few cerebral vascular lesions, such as epidural 
or subdural hematomas and an occasional leaking 
aneurysm, are amenable to surgical correction. How- 
ever, the treatment of most conditions is strictly med- 
ical in nature, and presents a formidable problem for 
the physician. It is estimated that about 2,000,000 
-\mericans living today suffer from cerebral vascular 
diseases, 


According to the article, the three most important 
types of cerebral vascular lesions are thrombosis, em- 
bolism, and hemorrhage. It is important to distinguish 
one from another because anticoagulant therapy finds 
wide application in the treatment of thrombosis or em- 
bolism, but may be fatal in hemorrhage. The authors 
feel that anticoagulants are indicated in the treatment 
of thrombosis or embolism to prevent the formation of 
new emboli, to prevent propagation of the original 
thrombus, and to encourage dissolution of the original 
thrombus by enzymatic action, which may be more ef- 
fective in the presence of anticoagulant agents. 

Lumbar puncture is advocated as an important aid 
to diagnosis in acute episodes of cerebral vascular dis- 
ease. Where papilledema gives evidence that there is 
increased intracranial pressure, the authors feel that the 
amount of cerebrospinal fluid removed should not ex- 
ceed 0.5 ml., and this should be taken drop by drop. 
They point out that recent studies indicate that the dan- 
gers of lumbar puncture in the presence of brain tumor 
have been greatly exaggerated, and that this is not a 
contraindication for the procedure. 

The use of sympathetic blocks, widely advocated a 
few years ago, is still under evaluation, but present evi- 
dence suggests that its beneficial effect is much smaller 
than was originally thought. The authors note that the 
improvement following such blocks was frequently of a 
type and in a time interval in which such improvement 
usually occurred without the use of the procedure. As 
yet, long-term follow-up studies are not available to 
demonstrate the effect of blocks on ultimate recovery. 

As a final note, the authors recognize that the risk 
of hemorrhage is definitely present when anticoagulants 
are used in cerebral vascular disease, but it is their 
opinion, based on their findings in fifty-seven cases, 
that the risk is not excessive and does not constitute 2 
contraindication. 


* * * 


Penicillin Precautions.— 


That penicillin anaphylaxis must now be con- 
sidered an important medical entity is the gist of a 
paper published in the Proceedings of the Staff Meet- 
ings of the Mayo Clinic for December 28, 1955. The 
paper notes that penicillin has replaced foreign pro- 
teins, such as horse serum, as the commonest cause of 
anaphylactic shock, and comments that “. . . penicillin 
leads the list of drugs in frequency, diversity and se- 
verity of sensitivity.” It is also noted that oral ad- 
ministration of the drug, which has been thought to be 
safer than intramuscular injection, is not without its 
due share of danger. Because of the frequency of 
cross-sensitivity, the use of penicillin V or O in place 
of penicillin G is not reliable protection. 

The importance of the elicitation of an adequate 
history and skin testing is emphasized, the authors 
noting that this latter procedure is not as cumbersome 
and time-consuming as it sounds, because it need not 
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be done for every dose given; doses given to the same 
patient at intervals that do not exceed a few days will 
probably not give rise to severe reactions. It is uncer- 
tain whether atopic patients are subject to a higher per- 
centage of reactions than normal individuals, but there 
does seem to be a tendency for them to suffer from 
more severe attacks when they occur. Many of the 
anaphylactic deaths have involved patients who are 
asthmatic. 

The history elicited from the patient should include 
asking whether the patient has had hives, a rash, itch- 
ing, burning, or choking sensations, joint swelling, or 
fainting after receiving penicillin; if he has had hay 
fever or asthma; or if he has ever had heavy doses of 
penicillin over a prolonged period in the past. 

While skin testing is strongly recommended, intra- 
dermal testing should, in the authors’ opinion, be re- 
served for confirmation of doubtful scratch tests be- 
cause severe reactions have occasionally followed intra- 
dermal tests. Scratch testing should be carried out 
with a solution containing 10,000 to 20,000 units of 
penicillin per milliliter (suspensions are said to be un- 
satisfactory and unreliable), and intradermal testing 
should be done with 0.02 ml. of the same solution. 

It is suggested that the first injection of penicillin 
be given in the upper arm so that absorption can be 
delayed with a tourniquet if a reaction occurs. The 
authors also recommend that every room in which peni- 
cillin is used should be equipped with a tourniquet, 
oxygen, and facilities for giving intravenous animophyl- 
line and antihistamines. They stress that the sooner a 
reaction appears the more severe it is likely to be and 
that in severe reactions, a matter of seconds gained or 
lost in starting treatment may mean the difference be- 
tween life and death. 

The conclusion seems obvious: less penicillin used 
with more care. 


* * * 
Misconceptions in Allergy.— 


Five misconceptions commonly held by physicians 
as well as patients in the field of allergy are listed in the 
introduction to a series of articles concerning allergy 
appearing in the New York State Journal of Medicine. 
The introduction, written by Samuel J. Prigal, M.D., 
appears in the November 1, 1955, issue. The miscon- 
ceptions noted are: 

1. “Children outgrow their allergy.” The author 
notes that some do, but that most do not and that many 
develop complications such as sinusitis or asthma which 
may trouble them all through life, and which could be 
prevented by timely treatment of their allergies. 

2. “Skin testing is dangerous and should be avoid- 
ed, particularly in children.” It is conceded that the 
procedure involves an element of danger, but this is 
not a proper deterrent if the procedure is well under- 
stood by the physician who carries it out and if ade- 
quate precautions are taken. 

3. “No allergic investigation or treatment is indi- 
cated if the patient’s symptoms are controllable by 
medicine.” The author contends that this is most as- 
suredly not true if the drugs involved are cortisone or a 
related preparation. In addition, he notes that it is un- 
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desirable for a patient to be bound to any drug for a 
lifetime, and that in some cases the drugs may lead to 
a worse problem, as the relief of hay fever with anti- 
histamines, which may result in asthma. 

4. “Positive skin tests indicate specific allergy.” 
It is noted that this is only partly true, and that the 
results of any skin test must be correlated with the 
clinical picture if it is to have any real meaning. 

5.. “Patients with symptoms caused by pollens 
should not be treated during the pollen season.” Again, 
this is described as only partly true, with the note that 
the usual treatment given before the season is not suit- 
able, but that modification of the treatment can be effec- 
tively continued through the pollen season. 

The series of articles on allergy is being published 
because it has been noted that many physicians have 
actually had no didactic training in allergic problems, 
since the subject has been taught in medical schools 
only recently and even now is being taught formally in 
only about one third of them, in spite of the wide dis- 
tribution and great frequency of allergic problems. 


* * * 


Tuberculosis in American Indians.— 


A three year program aimed at reducing the inci- 
dence of tuberculosis rates among American Indians 
will be carried out by the United States Public Health 
Service through a contract with Phipps Institute of the 
University of Pennsylvania. The institute, which has 
devoted its efforts to the study, prevention, and cure of 
tuberculosis during its 50 years of existence, will use 
its resources to carry out a program of field studies and 
drug administration to assist in prevention and treat- 
ment of tuberculosis in children among Indian tribes in 
the southwestern United States. Approximately 8,700 
children from four Indian groups will be included in 
the program. Surgeon General Leonard A. Scheele has 
announced that if the project proves successful, the 
technics will be applied in other areas. He pointed out 
that the incidence of tuberculosis among American In- 
dians is about nine times as high as among non-Indians 
in the United States. Inasmuch as every infected indi- 
vidual is a potential source of infection to others, this 
is a formidable public health problem with far-reaching 
consequences. 


* * * 


Glaucoma in General Practice.— 


The general practitioner may play an important 
role in preventing blindness in glaucoma, according to 
Conrad Berens, M.D., writing in the New York State 
Journal of Medicine for January 15, 1956. Unfortu- 
nately, said Dr. Berens in his editorial, “Glaucoma in 
General Medical Practice,” the general practitioner 
does not always recognize this, but leaves the problem 
almost entirely up to the ophthalmologist. This is un- 
fortunate because there is usually some loss of vision 
before the ophthalmologist sees the patient. 

The author notes that the general practitioner 
usually sees the patient first, and, if the patient requires 
the services of an ophthalmologist, it is up to the G.P. 
to identify the problem and refer the patient to the 
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specialist. It is pointed out that chronic simple glaucoma 
in its early stages can usually be handled so that no 
loss of vision occurs, but that there is usually some 
effect on vision before any discomfort appears. Intra- 
ocular tension, however, is present before other symp- 
toms manifest themselves, even though it tends to be 
intermittent, appearing most frequently at times of 
anxiety and stress. Because this will seldom lead the 
patient to the ophthalmologist, the article urges the gen- 
eral practitioner to watch for glaucoma, whatever the 
presenting complaint of the patient, particularly in the 
group over 30 years of age. Also advocated is the 
checking of intraocular tension before the use of 
atropine, belladonna or hyoscine, as these may exacer- 
bate glaucoma if it is present. 

In certain stages, glaucoma may be mistaken for 
iritis or conjunctivitis. Because of this, the author calls 
for more careful diagnosis, so that proper treatment 
for glaucoma may not be delayed by erroneously treat- 
ing the patient for a condition he does not have, as the 
delay may result in serious loss of vision. The neces- 
sity for early recognition of glaucoma has been more 
widely appreciated in the past few years because it has 
been recognized as a major cause of visual impairment. 


* * * 


FDA and Protection Against Poisoning.— 

Protecting the public against poisoning is one of 
the primary concerns of the Food and Drug Adminis- 
tration, comments Jack M. Curtis, Ph.D., Assistant 
Chief of the Division of Pharmacology of the Food 
and Drug Administration, writing in Public Health 
Reports for January, 1956. This concern includes both 
acute, obvious poisoning by such agents as those cov- 
ered by the contemplated Caustic Poisons Act as well 
as the “. . . chronic, subtle poisonings . . .” that may 
occur through inclusion of chemicals in foods. Also 
within this field is the abuse of potent drugs such as 
barbiturates and amphetamines. 

It is pointed out that it is difficult if not impossible 
for the physician practicing today to be familiar with 
the numerous hazardous chemicals found in household 
products or to recognize them from the trade names 
of the products. A growing concern over the public 
health hazards arising out of this situation is evidenced 
by the activity in this field of many national health 
organizations, 

The article notes that the American Academy of 
Pediatrics, various local health officers, the Food and 
Drug Administration, and the United States Public 
Health Service are working toward the establishment 
of poison centers in many large cities. These centers 
will accumulate data about the poisons that most fre- 
quently produce disastrous results and will operate on a 
24-hour-a-day basis to advise physicians concerning 
proper antidotes for poisons they encounter in their 
practices. 

Also of great interest to practicing physicians is 
the project under which the Food and Drug Adminis- 
tration in conjunction with the American Association 
of Medical Record Libraries is studying methods for 
establishing pilot studies in hospitals to report un- 
toward effects produced by therapeutic agents. 
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The Food and Drug Administration is greatly 
concerned about the excessive use of such drugs as 
amphetamines and barbiturates. The barbiturates in 
particular take a heavy toll in suicides, accidental death, 
and moral degeneration. While it is of course illegal 
to sell drugs of either group without a licensed phy- 
sician’s prescription, sizable amounts find their way to 
the public without such a safeguard. Dr. Curtis com- 
ments that only a small number of pharmacists dis- 
pense the drugs indiscriminately and that still fewer 
physicians are guilty of their pernicious misuse, but 
that distribution to the public outside the licensed drug 
channels is on the increase and that in terms of num- 
ber of doses the traffic is tremendous. 


* 


Dental Extraction and Dicumarol.— 


The question of dental extraction during dicumarol 
therapy is explored in California Medicine for January, 
1956. The authors comment that they had followed the 
usual routine of warning patients against the pro- 
cedure but revised their opinions because of experience 
with extractions performed on a patient who had not 
been warned against it. It was noted that this patient 
had no unusual bleeding, with the result that the pro- 
cedure was subsequently allowed in other patients. The 
article reports a series of six cases, with excessive 
bleeding encountered in none. The authors conclude 
that the risk of hemorrhage from continuing dicumarol 
therapy through the period of extraction is much less 
than the risk of discontinuing it in those patients who 
need it continuously, because “. . . a little bleeding may 
be of slight consequence .. .” while “. . . a little clotting 
may mean the difference between a living and a dead 
patient.”” They also point out that if hemorrhage does 
occur, and they consider it unlikely that it will, vitamin 
K, preparations can be used to produce a rapid rise in 
prothrombin activity. 


* * 


Dietary Deficiencies and Pyorrhea.— 


The possibility that deficiencies of pantothenic acid 
and nicotinamide in the diet may contribute to the de- 
velopment of pyorrhea was raised recently by research 
done at the College of Dentistry in San Francisco, ac- 
cording to the University Bulletin of the University of 
California for February 20, 1956. The report indicated 
that in individuals suffering from pyorrhea, blood levels 
of pantothenic acid were about 30 per.cent lower than 
normal and levels of nicotinamide about 15-20 per cent 
lower than normal. 


* * * 


Follow-Up Studies on Prisoners of War.— 


A medical monograph titled “A Follow-Up Study 
of World War II Prisoners of War” has been prepared 
by the Veterans Administration. The monograph was 
prepared by Bernard M. Cohen, Ph.D., statistician for 
the Follow-Up Agency Division of Medical Sciences, of 
the National Research Council, in collaboration with 
Maurice Z. Cooper, M.D., of the Veterans Adminis- 
tration Department of Medicine and Surgery. The 
publication is the first of a series to be published as the 
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result of medical follow-up studies based on experience 
with the military and veteran population. It is available 
from the Government Printing Office, Washington 25, 
D.C., for $1.50 a copy. It is possible that significant 
medical information may come to light as the result of 
this study of a group exposed to the severe stresses to 
which prisoners of war are subjected. 
* * * 

Communicable Diseases.— 

A preliminary report by the United States Public 
Health Service shows that most major communicable 
diseases showed drops in incidence in 1955, according 
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to the IV’ashington Report on the Medical Sciences for 
January 9, 1956. Not one case of smallpox in the 
United States was confirmed for the year, and infec- 
tious hepatitis, which has become an increasingly im- 
portant public health problem, showed a decline of 35 
per cent over 1954. -Poliomyelitis, typhoid fever, bru- 
cellosis, rabies in man, botulism, endemic typhus, and 
meningococcal infections all showed decreases as com 
pared with 1954. Some concern was shown, however, 
over the incidence of diphtheria; the total for the year 
1955 was lower than the total for 1954, but the number 
of cases reported in the second half of 1955 showed « 
sharp increase over the corresponding period in 1954 
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PENNSYLVANIA OSTEOPATHIC PRACTICE ACT 
AMENDED 

On February 2, 1956, Governor George Leader of Pennsyl- 
vania signed and thus approved Senate Bills 442 and 443, 
amending the laws relating to the practice of osteopathy in 
Pennsylvania. These bills which had been passed previously by 
the Senate and the House of Representatives of Pennsylvania 
make important changes to the laws of Pennsylvania and thus 
merit a review of their provisions. The bills were originally 
introduced by Senators Holland and Kessler on May 25, 1955, 
and during the period of legislative consideration received sev- 
eral amendments. As finally enacted into law, they became 
immediately effective in the State. 

Senate Bill 442 amends the Administrative Code of Penn- 
sylvania pertaining to the composition of the membership of 
the State Board of Osteopathic Examiners. The amendments 
provide that the State Board of Osteopathic Examiners here- 
after shall be composed of the Superintendent of Public In- 
struction ex-officio and seven other members, five of whom 
shall be graduates of a legally incorporated and reputable col- 
lege of osteopathy and two members who shall be doctors of 
medicine licensed to practice medicine and surgery in the state. 
Both the osteopathic and medical members of the Board, which 
heretofore had been composed only of doctors of osteopathy, 
are to be appointed by the governor from a list of the names - 
of members in good standing of the Pennsylvania Osteopathic 
Association or of the Medical Society of the State of Penn- 
sylvania, depending upon whether the appointment is to be for 
a doctor of osteopathy or a doctor of medicine. This bill 
further amends the code by repealing the section which hereto- 
fore had provided for the appointment and operation of the 
Osteopathic Surgeons’ Examining Board. By the repeal of this 
section the Osteopathic Surgeons’ Examining Board is abol- 
ished. Hereafter, the only board having jurisdiction over the 
licensing and regulation of doctors of osteopathy in the state 
will be the State Board of Osteopathic Examiners. 

Senate Bill 443, a companion bill, amends the Osteopathic 
Practice Act so as to provide that every license to practice os- 
teopathy issued hereafter by the State Board of Osteopathic 
Examiners “shall authorize the holder thereof to practice os- 
teopathy in all its branches including operative surgery, obstet- 
rics, and the use of drugs without restriction.” The word 
“osteopathy” as used in the amendments “means a complete 
school of the healing art applicable to all types and conditions 


of diseases and disorders and practiced as authorized herein }y 
physicians and surgeons possessing the degree of doctor of 
osteopathy.” This statement of authorized osteopathic practice 
replaces an archaic definition of osteopathy. Applicants li- 
censed hereafter will receive the license above described. 

In addition Section 1 of Senate Bill 443, relating to the 
issuance of a license by the Board upon the basis of a license 
issued by another state, was amended so as to clarify the 
authority of the Board. The Board may hereafter issue a 
Pennsylvania license when an applicant presents a license of 
another state to practice osteopathy and surgery or medicine 
and surgery, if the standards of the board which issued the 
original license are substantially the same as those of Pennsyl- 
vania and if the applicant has presented to it satisfactory evi- 
dence of having met all the scholastic and other requirements o/ 
the Pennsylvania law. A fee of $50.00 will be charged. An 
applicant licensed in another state to practice osteopathy in- 
cluding the use of drugs but excluding major surgery may he 
granted a license in the manner prescribed in Section 1 if he 
passes an examination in the principles and practice of surgery 
given by the Board. An applicant licensed in another state to 
practice osteopathy without the use of drugs or surgery ma\ 
be granted a license in Pennsylvania if he completes a course 
of postgraduate study and passes an examination in such post- 
graduate subjects as described hereinafter as being required 
of certain persons now licensed to practice osteopathy in the 
state. 

Heretofore the I’cense issued by the State Board of Os 
teopathic Exam‘ners granted to license ho'ders only the right 
to practice osteopathy including the use of drugs and minor 
surgery. A license to practice major surgery was issued onl) 
to applicants who qualified under certain repealed provisions o! 
the law administered by the Osteopathic Surgeons’ Examining 
Board. The Osteopathic Surgeons’ Examining Board will 1 
longer be in existence but persons heretofore licensed by that 
board will retain their present right to practice osteopathy in- 
cluding the use of drugs and operative surgery. Therefore, 
doctors who heretofore possessed unlimited practice rights re- 
tain such privileges under the new law. Doctors of osteopathy 
who were, before the passage of Senate Bill 443, only license: 
hy the State Board of Osteopathic Examiners on the effective 
date of Senate Bill 443, may be licensed to practice in addition 
major operative surgery upon application to the Board within 5 
years of the effective date of the Act and the payment of a fec 
of $25.00 upon compliance with certain specified requirements 

These requirements, which demand certain preprofessiona! 
college education, vary, depending upon the year in which the 
license holder was granted his license. All such license holders 
must have completed a 4-year course of study in an approved 
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osteopathic college. If in addition such persons, since their 
graduation from an approved osteopathic college, have com- 
pleted a hospital internship or postgraduate hospital training in 
surgery equal thereto and substantiated by evidence meeting 
with the approval of the State Board of Osteopathic Ex- 
aminers, they shall be licensed to practice osteopathy and sur- 
gery. Present licentiates who do not present evidence of having 
completed an internship or equivalent postgraduate hospital 
training in surgery must present to the Board evidence of 
having completed 500 hours of postgraduate study given by or 
under the direction of a college, university, or hospital ap- 
proved by the Board, in the subjects of principles and practice 
of surgery, pathology, biochemistry, pharmacology, materia 
medica and therapeutics, and public health and preventive medi- 
cine. The Board is authorized in its discretion and upon investi- 
gation to accept the credentials of postgraduate study of the 
standard required in the law when taken in an approved college, 
university, or hospital since 1945. The applicant must pass a 
written examination in the subjects enumerated above as being 
required to be included in the postgraduate study course. Upon 
having taken such postgraduate study and having passed the 
‘xamination in the enumerated subjects, the license holder will 
ie granted the license to practice osteopathy and surgery. 

The rights of persons now licensed by the State Board of 
Osteopathic Examiners to practice osteopathy without major 
surgery but with minor surgery are clearly established under 
the amended law. Section 7 specifically provides that such per- 
sons will have the right to practice as authorized under the law, 
including minor surgery, but not major surgery. All such per- 
sons are eligible to qualify to practice major surgery upon 
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application to the Board within 5 years of the effective date of 
the law. Such license holders are stated by law to “have the 
legal status of physicians and surgeons under the statutes of 
the Commonwealth.” All present license holders of the State 
Board of Osteopathic Examiners retain without any further 
action on their part their present license to practice osteopathy 
including drugs and minor surgery and possess by law the legal 
status of physicians and surgeons in the State of Pennsylvania. 

These amendments undoubtedly will have an important 
effect upon the growth and development of the osteopathic pro- 
fession in the State of Pennsylvania. They bring the laws of 
Pennsylvania into conformity with the laws of most other 
states which provide for the unlimited licensing of the practice 
of osteopathy by one licensing board. Undoubtedly in working 
out the various provisions, interpretations will be required from 
time to time. In regard, however, to the definition of the au- 
thorized practice of doctors of osteopathy under the law, no 
clarification will be needed for the law states in specific terms 
that a license issued by the State Board of Osteopathic Ex- 
aminers shall authorize the holder thereof “to practice osteop- 
athy in all its branches, including operative surgery, obstetrics, 
and use of drugs without restriction.” The passage of Senate 
Bills 442 and 443 are evidence of the confidence and esteem 
with which the legislature and the people of the Commonwealth 
of Pennsylvania hold the members of the osteopathic profes- 
sion. The bills as enacted into law place new responsibilities 
upon the profession, but will permit the profession more readily 
to provide the complete health services for the people of the 
state which the colleges of osteopathy have long trained their 
graduates to provide in an unlimited manner. 
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On February 14, 1956, the Senate Armed Services Sub- 
committee, comprised of Senator Stuart Symington, of Mis- 
souri, Chairman, Senator Henry M. Jackson, of Washington, 
and Senator Margaret Chase Smith, of Maine, held hearings 
on H.R. 483, the bill providing for military medical corps 
commissions for doctors of osteopathy, which passed the House 
last July. The Deputy Assistant Secretary of Defense (Health 
and Medical), the American Osteopathic Association, and the 
American Association of Osteopathic Colleges testified in favor 
of the bill. The American Medical Association and the Maine 
Medical Association spoke against it. The Veterans of Foreign 
Wars telegraphed in favor of the bill. The American Congress 
of Physical Medicine and Rehabilitation sent a letter in opposi- 
tion. The Subcommittee withheld judgment pending testimony 
to be furnished on February 29, 1956, by the Surgeons General 
of the three military services. 


DEPENDENT MEDICAL CARE IN THE ARMED SERVICES 


Below is a copy of the A.O.A. testimony before the House 
\rmed Services Committee on H.R. 7994, cited as the “Armed 
lorces Dependents Medical Care Act of 1956.” 

There are about 3 million dependents of military personnel 

-world-wide. Because military medical facilities are not ac- 
cessible, medical care cannot be provided for approximately 40 
per cent of military dependents. To insure availability of 
medical care to all dependents, H.R. 7994 proposes to continue 
ihe present practice of providing medical care at service facili- 
ties to the extent of their capability, and as a supplement to the 
present policy, provision is made for guaranteeing care to those 
dependents who, for one reason or another, do not have access 
‘0 service medical facilities, by providing for the establishment 


of a low cost group health insurance program in which par- 
ticipating members could insure care for spouses and children 
by paying 30 per cent of the monthly premium cost. 


Eligibility for coverage under the group health insurance 
feature of the proposal is limited to personnel on extended 
active duty only. Any person who has entered on active duty 
for a specified period of 90 days or less and any person on 
duty for training purposes only or any person who is a tem- 
porary member of the U. S. Coast Guard Reserve is excluded 
from the insurance plan or plans under this program. Partici- 
pation would be voluntary on the part of the service member. 
The minimum period of participation is generally for a period 
of 12 months. 


The basic plan is the establishment of a low cost group 
health insurance program in which the participating members 
will insure care for wives and children. The optional plan 
would extend coverage to dependent parents and parents-in-law. 
The cost of the basic plan would be apportioned between the 
member of the Armed Forces concerned and the Federal Gov- 
ernment. The contribution by the member would not exceed 
30 per cent of the monthly cost. The total cost of the optional 
coverage requested would be borne by the service member. 


Coverage will approximate, as nearly as possible, care 
provided in military facilities with a minimum of 4 months’ 
hospitalization. Members who participate in this plan may elect 
to receive care at either military or civilian facilities. 


The scone of DMC, under H.R. 7994, includes: Diag- 
noses, care for acute medical and surgical conditions, care for 
contagious diseases, immunizations, maternity and infant care, 
and certain limited dental care. H.R. 7994 does not authorize: 
care for chronic diseases and domiciliary cases, care for nervous 
and mental disorders, elective medical and surgical treatments, 
prosthetic devices, hearing aids, orthopedic footwear or spec- 
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tacles (exceptions), nonemergency ambulance service, or rou- 
tine home calls. 

The A.O.A. testimony requested that criteria of participat- 
ing insurance carriers include choice of available civilian 
medical care rendered by physicians and hospitals of the osteo- 
pathic school of medicine. 

STATEMENT OF CHESTER D. SWOPE, D.O. 
CHAIRMAN 
DEPARTMENT OF PUBLIC RELATIONS 
AMERICAN OSTEOPATHIC ASSOCIATION 
BEFORE THE 
HOUSE ARMED SERVICES COMMITTEE 
H.R. 7994 
January 26, 1956 


I am Dr. Chester D. Swope, engaged in the private practice 
of osteopathy and surgery in the City of Washington, D. C. 
am Chairman of the Department of Public Relations of the 
American Osteopathic Association and appear here in that ca- 
pacity in support generally of the pending bill, H.R. 7994, cited 
as the “Armed Forces Dependents Medical Care Act of 1956.” 

At the outset, may I express our appreciation for the 
opportunity of appearing on this most important proposed 
legislation. 

By statute since 1884 and by custom before then, the 
military has been authorized to furnish free medical care to 
families of servicemen. The Act of July 5, 1884 (23 Stat. 112; 
10 USCA 96) provides: 

Medical Attendance for Families of Officers and Men.—The medi- 
cal officers of the Army and contract surgeons shall whenever prac- 
ticable attend the families of the officers and soldiers free of charge. 
(Subsequently extended to Navy and Air Force.) 

Whether the free medical service furnished under that Act 
is due to presumption of need, or as an inducement to enlist, 
or because military pay rates may be said to be based in part 
on the consideration of such free family health care, or com- 
bination of all three, the discrimination which results against 
the wives and children of servicemen who cannot obtain free 
family care from military facilities either because such facili- 
ties are overtaxed as at present or because they are too remote 
to be practically available, constitutes a morale factor that is 
entitled to consideration. 

H.R. 7994 authorizes medical care for dependents of mem- 
bers of the Armed Forces (a) in military medical facilities 
subject to availability of space, facilities, and capabilities of the 
medical staff; (b) through an insurance plan. 

The bill, unlike H.R. 7792, makes no provision for de- 
pendents of members of the Armed Forces not participating in 
an insurance plan and located where no military medical facili- 
ties are available for such dependents. 

We believe that in such contingencies, medical care should 
be furnished from civilian medical sources as provided in H.R. 
7792. We do not believe that the requirement of an insurance 
policy as a condition precedent to Federal assistance for de- 
pendents’ care where military facilities are not available is 
desirable. 

If the Congress shall see fit to require insurance coverage 
as a condition precedent to Federal participation in areas lack- 
ing adequate military medical facilities, we suggest that eligible 
insurance carriers afford choice of available physician or hos- 
pital without discrimination on account of the school of practice 
of the physician or of the staff of the hospital. Otherwise, the 
patient will in many instances be unreasonably restricted against 
choice of physician or hospital. Such a provision is necessitated 
in view of the fact that some insurance carriers do and others 
do not restrict participation to physicians and hospitals staffed 
by physicians of a single school of medicine. For example, 
some Blue Shield and Blue Cross organizations do and some 
do not compensate for services rendered by physicians and 
hospitals of the osteopathic school of medicine. 

There are some 12,000 licensed osteopathic physicians or 
surgeons and in excess of 300 hospitals staffed by osteopathic 
physicians and surgeons in the United States. 

The annual report of the Administrator of Veterans 
Affairs for the fiscal year ending June 30, 1952, showed that 
7,000 osteopathic physicians participated in the “home-town” 
medical care program for outpatient services for veterans with 
service-connected disabilities, and noted that twenty-nine state 
osteopathic associations had formal agreements with the Vet- 
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erans Administration regarding outpatient services on a fee 
basis. The report indicated that thirty-eight state medical asso- 
ciations had similar agreements. The osteopathic profession 
continues to cooperate fully in the VA “home-town” program. 

In an article entitled “Four Years of the EMIC Program” 
published in the Yale Journal of Biology and Medicine, March, 
1947, one of the authors of which was Dr. Martha M. Eliot, 
then Associate Chief and now Chief of the Children’s Bureau, 
it appeared that some 2,500 physicians of the osteopathic schoo! 
of medicine participated in the program of rendering emergency 
maternity and infant care for the wives and infants of service- 
men. 

On July 12, 1955, this House Committee on Armed Sery- 
ices unanimously reported and on July 18, 1955, the House 
passed under unanimous consent a bill, H.R. 483, for the 
utilization of licensed doctors of osteopathy in the Medica! 
Services of the Armed Forces. Your Committee report ex 
presses the opinion that the measure may go a long way towari 
solving the procurement problem which now exists in the 
Armed Services in obtaining career doctors. 

We wish to reiterate that we will welcome that opportunit, 
for service, and we hope that this Committee will see fit to 
accept in the pending legislation also our cooperation as civilian 
physicians and hospitals in making medical and hospital care 
available to the dependents of members of the Armed Forces 


OASI 
STATEMENT BEFORE THE SENATE FINANCE COMMITTEE 
ON H.R. 7225 


BY DR. CHESTER D. SWOPE 
CHAIRMAN 


DEPARTMENT OF PUBLIC RELATIONS, 
AMERICAN OSTEOPATHIC ASSOCIATION 


February 22, 1956 


I am Dr. Chester D. Swope, a practicing osteopathic 
physician and surgeon in Washington, D. C., and appear here 
as chairman of the Department of Public Relations of the 
American Osteopathic Association. With me is Dr. L. L. 
Gourley, of Washington, D. C., legal counsel for the Ameri- 
can Osteopathic Association. 

We very much appreciate this privilege of presenting 
our views on H.R. 7225, cited as the Social Security Amend- 
ments of 1955, which passed the House on July 18, 1955. 

I shall confine my remarks to the extension of OASI 
coverage provisions insofar as they relate to compulsory 
coverage of physicians of the osteopathic profession, and the 
provisions relating to disability insurance. 


EXTENSION OF COVERAGE 


During the July, 1950, Convention of the American Osteo- 
pathic Association, the House of Delegates declared “it is 
the established policy of the American Osteopathic Associa- 
tion that the profession not be included under the OASI 
program.” 

The Senate Finance Committee had adopted a similar 
position in reporting to the Senate the Social Security Amend- 
ments of 1949, on May 17, 1950, and doctors of osteopathy 
were expressly excluded in the final enactment of that bill. 
August 28, 1950 (Public Law 734). 

The American Osteopathic Association is organized on 
democratic lines. Its policy making body is the House o/ 
Delegates chosen by. the State Associations with representa- 
tion apportioned according to osteopathic population in the 
respective States. The House of Delegates meets in annuai 
convention. A Board of Trustees elected by the House oi 
Delegates constitutes the governing body between conventions 

In July, 1953, the Convention of the A.O.A. House o/ 
Delegates endorsed OASI coverage on an individual elective 
basis, but did not relax its opposition to compulsory coverage 

It was pursuant to that policy that I had the honor t 
appear before this Committee in July, 1954, to advocate vol- 
untary coverage and oppose compulsory coverage, in con- 
nection with the Social Security Amendments of 1954, H.R. 
9366. On August 13, 1954, in discussing that bill in the 
Senate, Senator Walter F. George made the following 


statement: 
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I want to add that the committee is anxious for all of the profes- 
sional groups to come in when they manifest a clear desire to do so. 
That is the attitude of the committee. At one time we went so far as 
to put them in under a voluntary system, but there are objections to 
the voluntary system in a system of compulsory insurance so far as 
the workers are concerned. Therefore, we abandoned the idea and 
rescinded a vote that had been taken to put them in on a voluntary 
system, but with the full understanding that in the case of any profes- 
sion, be it lawyers, doctors, dentists, or what not, when we have a 
reasonable showing that there is a clear desire of the majority to come 
in, we will bring them in. That is the attitude of the committee. (Italic 
supplied.) 

On August 24, 1954, Senator George’s statement was 
published to all the State Associations by the A.O.A. We 
felt that the statement indicated that compulsory OASI 
coverage would not be visited on any self-employed osteopathic 
physician unless and until a clear desire of the majority of 
the profession to come in should be manifested. 

With that understanding, the A.O.A. Board of Trustees 
al its regular meeting in December, 1954, expressly authorized 
the Executive Secretary of the Association to conduct a poll 

the A.O.A. membership in any State upon the request 

' the State Association on the question of inclusion in the 
OASI program. According to the 1955 Directory of the 
Association, the Association comprises 74 per cent of the 
profession practicing in the United States (8,807 out of 11,942). 

Only two States requested such a poll, namely, Iowa and 
Maine. 

Out of a total A.O.A. membership of 328 polled in Iowa, 
23 voted in favor of compulsory coverage, and 140 voted 
against compulsory coverage. 

Out of a total A.O.A. membership of 149 polled in Maine, 
4 voted for compulsory coverage, and 62 voted against 
compulsory coverage. 

New Jersey conducted a poll of all D.O.’s practicing in 
the State (A.O.A. members and nonmembers), a total of 
373, 12 of whom voted for compulsory inclusion and 18 
voted against. 

The February 6, 1956, issue of The Washington Report on 
Medical Sciences reported the results of a mail survey of the 
osteopathic profession in Oklahoma (a total of 346 doctors 
of osteopathy are practicing in Oklahoma), conducted by 
Senator Robert S. Kerr, in which 90 voted for compulsory 
coverage “if voluntary coverage cannot be provided in the 
law,” and 39 voted against. 


It will be observed that in the aggregate of the four polls 
above-mentioned, the profession voted two to one against 
compulsory inclusion (259 to 129). 


H.R. 7225 amends paragraph 5 of section 211(c) of the 
Social Security Act to exclude from OASI coverage “a 
physician (determined without regard to section 1101(a) (7) ).” 

The parenthetical limitation is intended to include in 
OASI physicians of the osteopathic school of medicine. In 
this connection, House Report No. 1189, to accompany H.R. 
7225, states: “The determination of who is a ‘physician’ for 
purposes of the amended section 211(c)(5) of the act would 
be made without regard to section 1101(a)(7) of the act, 
which defines the term to include osteopathic practitioners.” 


We respectfully submit that the same considerations which 
warrant exclusion of physicians who are doctors of medicine 
are equally applicable for exclusion of physicians who are 
doctors of osteopathy, and, therefore, there is no reason for 
them to be treated differently under this legislation. 

We respectfully request that the above-mentioned limiting 
phraseology, to wit: “(determined without regard to section 
1101(a)(7)),” be deleted so that paragraph 5 of section 211(c) 
of the Social Security Act, as amended, on page 21 of the bill 
will read as follows: 

“(S) the performance of service by an individual in the exercise 
of his profession as a physician or as a Christian Science practitioner; 
or the performance of such service by a partnership.” 

The term “physician” as therein used would, therefore, be 
governed by the Social Security Act definition (section 1101 
(a)(7)) which includes doctors of medicine and doctors of 
osteopathy. 

For the same reasons, we respectfully request that the 
amended section 1402(c)(5) of the Internal Revenue Code, 
page 31 of the bill, be amended by striking out the word 
“physician” and substituting in lieu thereof the words “doctor 
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of medicine or a doctor of osteopathy,” so that it will read as 
follows: 

“(5) the performance of service by an individual in the exercise 
of his profession as a doctor of medicine or a doctor of osteopathy or as 
a Christian Science practitioner; or the performance of such service 
by a partnership.” 

The form of the above amendment is necessary because, 
unlike the Social Security Act, the Internal Revenue Code 
contains no definition of “physician.” The proposed amend- 
ment eliminates the ambiguous term “physician,” which “Web- 
ster’s New International Dictionary” defines as “a person 
skilled in physic or the art of healing,” and which is variously 
defined in State statutes, and substitutes definitive language 
so necessary particularly in tax legislation. 


DISABILITY INSURANCE 


H.R. 7225 provides monthly benefits at or after age 50 
to insured workers who are totally and permanently disabled. 
Benefits would be suspended in case of refusal without good 
cause to accept vocational rehabilitation. 

Determination as to whether or not a person is totally and 
permanently disabled involves not only a physical examination 
to reveal disease processes and impairments of bodily func- 
tion, but also psychological and emotional factors, including 
motivation and incentive. A disability pension could operate 
in many ways to stifle the will on the part of the individual 
to cooperate for rehabilitation and return to self-sufficiency. 
It would cripple the incentive which is an all essential part 
in the rehabilitation processes, thereby prolonging or defeating 
effective rehabilitation, at the same time avoiding suspension 
of benefits. 

Another most important factor which can militate against 
effective rehabilitation of the disabled beneficiary is the fact 
that he would be required, under the bill, to accept the services 
and advice of the particular rehabilitation service operative in 
his State acting under prescribed Federal standards, without 
any guarantee of choice of physician or therapy. 

We believe that the ramifications of such a program are 
so extensive as to require protracted study in advance of its 
adoption. 


MEDICAL EDUCATION AID 


President Eisenhower’s health message of January 26, 1956, 
contained the following recommendation : 


I, therefore, recommend that Congress enact legislation authorizing 
$250 million for a 5-year program to assist in construction of research 
and teaching facilities for schools of medicine, osteopathy, public health, 
and dentistry and other research institutions. Those institutions would 
be required to supply at least equal amounts in matching funds. 


Commenting upon the above paragraph of the President’s 
message, the Department of Health, Education, and Welfare 
Fact Sheet, released January 26, 1956, states: 


The committee on financing medical education of the American 
Association of Medical Colleges estimated, in May 1955, a need of $460 
million for medical school construction (based on reports from 77 
schools) for both research and teaching facilities. The Council on 
Dental Education of the American Dental Association has reported 
that over $100 million in construction funds is needed by the dental 
schools for research and teaching facilities. It has been estimated by 
the American Association of Osteopathic Colleges that the schools ot 
osteopathy need over $3.5 million for expansion of training facilities. 
Public health schools estimate that they need $20 million for construc- 
tion. It is proposed that the Public Health Service be authorized 
to make grants for a five-year period for construction of medical and 
dental research and teaching facilities. Schools of medicine, dentistry, 
osteopathy, and public health and other public and non-profit research 
institutions would be eligible for grants. This program would enable 
these institutions to maintain and improve the quality of their existing 
programs, both teaching and research, and to plan for expansion in the 
future. It would also stimulate construction of new medical schools, 
especially in those States where there has been active consideration 
of this step. Aggregate amounts proposed for the 5-year period are: 
$210 million for research and teaching facilities in medicine, osteopathy, 
and public health; $40 million for research and teaching in dentistry. 
Amounts appropriated annually would remain available until expended. 
Grants could be made only up to 50 percent of the necessary costs of 
construction, with the institutions providing the remaining funds. There 
would be no absolute dollar ceiling on the amount of any one grant. 
The professional schools could use their grant funds for facilities for 
teaching or for research, or for facilities intended for both purposes. 
Other research institutions could use their grant money only for con- 
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struction of facilities for research purposes. Grants would be approved 
on a project basis, after review with the assistance of a ‘National 
Advisory Council on Medical Research and Teaching Facilities,” on 
which the Surgeon General of the Public Health Service and the Com- 
missioner of Education would serve ex officio. Of the 16 members to 
be appointed by the Secretary, at least 8 would be required to be 
leaders in the fields of medical, dental, osteopathic, or public health 
research or training. 


H.R. 9013, H.R. 9014, and H.R. 9186, identical bills, were 
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introduced in February 1956, by Mr. Priest, of Tennessee, Mr. 
Wolverton, of New Jersey, and Mr. Mack, of Illinois, respec- 
tively, to implement the above program. Each makes provision 
for osteopathic participation under the “Definitions” as follows : 
“The term ‘medical school’ means a school which provides 
training leading to a degree of doctor of medicine or osteop- 
athy, or a graduate degree in public health.” 


HERNIATION OF INTERVERTEBRAL DISKS 
An Evaluation of the ‘‘Indirect Signs” 


Myelographic studies of more than 2,500 patients indicate 
that so-called indirect signs of posterior herniation of an inter- 
vertebral disk are not valid except in indicating disk degencra- 
tion, which is much less clinically important. In California 
Medicine, December, 1955, A. Justin Williams, M.D., and Tom 
Fullenlove, M.D., report on a further study to prove this con- 
viction. 

The signs considered were narrowing of the disk space, 
which the authors do not consider clinically significant unless 
there is definite intrusion of the superior facets of the sacrum 
into the neural foramen; flatness of the lordotic curve, which is 
not necessarily diagnostic of posterior herniation since it may 
also be due to herniation in any direction or to muscle spasm 
due to degenerative or rheumatoid arthritis of the apophyseal 
joints, to pain from neoplasm, to inflammatory disease, or to 
congenital anomaly; scoliosis, which may result from various 
conditions and is common in symptom-free individuals; and lo- 
calized hypertrophic spur formation, which also occurs in many 
persons who have no complaints of discomfort in the back and 
which may occur following injury, from faulty posture, and 
from bulging or degenerated disks. 

For the survey, 200 men were chosen who had worked in 
outside equipment and construction forces for not less than 10 
years. Findings on these were compared with those on 68 unse- 
lected cases proved at operation which were reviewed in respect 
to indirect signs and herniation. The difference in incidence of 
indirect signs was insignificant. A lessened lordotic curve was 
noted in 25 per cent of the cases proved at operation and in 22 
per cent of the symptomless working men; scoliosis occurred in 
20 per cent of those operated on and in 45 per cent of the symp- 
tomless; local spurs were present in 40 per cent of the former 
group and in 37 per cent of the latter group; and a disk was 
found to be thinner than neighboring ones in 66.6 per cent of 
the operated cases and in 40 per cent of the symptom-free men. 
In those cases in which herniation was proved at operation, it 
was found to occur no more frequently at the level of a thin 
disk than at the level of a normal disk, the percentage for 
herniation at the level of a thin disk being 50.4 and at other 
levels being 49.6. In 33.6 per cent, herniation occurred without 
thinning of any disks. 


ASSOCIATION OF IRRADIATION WITH CANCER OF THE 
THYROID IN CHILDREN AND ADOLESCENTS 


Relationship between carcinoma of the thyroid gland in 
children under 15 years of age and previous x-ray therapy in 
infancy and early childhood for benign conditions about the 
head, neck, and thorax has been studied by Dwight E. Clark, 
M.D. The results of his study are presented in The Journal of 
the American Medical Association, November 5, 1955. 

In the fifteen cases of carcinoma of the thyroid in children 
and adolescents studied by the author, all had received x-ray 
treatment of areas where the thyroid or portions of it could 
have been included in the field of irradiation. 

In the author’s series, the average interval from the time 
of irradiation to the diagnosis of carcinoma was 6.9 years. 
These patients received a total dose in air ranging from 200 to 
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725 roentgens. In no case was there a history of previous thy 
roid disorder. All except one of the patients are living an! 
clinically free of carcinoma. 

It is pointed out that there has been a marked increase i:, 
the number of cases of thyroid carcinoma in children since 1930 
This increase in frequency seems to correlate with the mor 
frequent use of x-ray therapy in enlarged thymus, enlarge: 
tonsils and adenoids, cervical adenitis, and benign pulmonar, 
conditions. It is suggested that irradiation about the neck i: 
early life may be a factor in the development of thyroid carci 
noma in late childhood and adolescence. 


RESIDUAL DISABILITY FOLLOWING ACUTE 
ANKLE SPRAINS 


In the December, 1955, issue of The Journal of Bone and 
Joint Surgery, William Riley Bosien, M.D., and his fellow 
workers report on a follow-up study made of 133 ankle sprains 
suffered by 113 Dartmouth College students during their college 
careers. The purpose of the study was to determine the extent 
and degree of residual disability subsequent to injury. 

Because disability from ankle sprain is so complete in the 
acute stage, many physicians concentrate on relieving pain and 
returning the patient to full activity in as short a time as pos- 
sible without giving much thought to subsequent chronic ankle 
symptoms. The authors had noted a seemingly high incidence 
of persistent, if not severe, changes following ankle injury and, 
in an attempt to determine the incidence statistically, they made 
a follow-up examination of 113 patients who had previously 
been treated at the college infirmary for ankle sprain. The 
mean time between acute injury and the follow-up examina- 
tion was 29 months, with the shortest interval being 2 months 
and the longest, 45 months. The right ankle was involved in 79 
injuries, the left in 48, and both ankles in 6 instances. Most of 
the injuries were incurred while the students were skiing or 
playing basketball or football. Forty-eight students reported a 
history of previous ankle sprain. 

Roentgenographic examinations had been made in 121 in- 
stances at the time of acute injury. The remaining 12 cases had 
seemed so definite clinically that x-ray verification was deemed 
unnecessary. For the fcellow-up examination, however, roent- 
genograms were obtained in all instances. 

At the time of acute injury, treatment had consisted prin- 
cipally of bed rest, physical therapy, the use of crutches, adhe- 
sive strapping, and elastic bandaging. Twenty-six patients 
required hospitalization. Physical therapy in the form of whirl- 
pool baths, hot packs, hot soaks, dry heat, and, initially, ice 
packs, was given to 68 patients. Seventy-two patients used 
crutches for an average period of 9 days. Adhesive strapping 
of the Gibney type was employed to immobilize 26 of the 133 
sprains for an average period of 13 days, elastic bandages were 
used on 100 sprains for an average of 13 days, and walking 
casts were applied in 4 instances because these patients had 
shown less than the usual response to bed rest and physical 
therapy. No correlation was found between the type of treat- 
ment and the incidence of persistent disability. 

Twenty-seven patients resumed the activity at which they 
were injured or a comparable activity before they were symp- 
tom-free. The complete convalescence for the entire series 
averaged 33 days. 
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At the time of the follow-up examination, 37 patients com- 
plained of residual ankle symptoms while 68 patients presented 
abnormal physical findings elicited as the result of a very 
critical local physical examination. This examination was de- 
signed to demonstrate the presence or absence of tenderness and 
swelling, to determine the range of motion, and to evaluate 
ankle stability and strength. 

The results of these examinations revealed the following 
residual disabilities: (1) Changes in ankle-joint motion were 
present in 80 of the 133 sprains (71 per cent) and most of these 
changes were increases in the range of motion, particularly 
in inversion and eversion. (2) Abnormal lateral and rotatory 
mobility of the talus in the ankle-joint mortise was present in 
55 cases. (3) Relative weakness of the peroneal muscles was 
present in 29 cases. (4) Tenderness, usually over the soft 
tissues adjacent to the lateral malleolus, was present in 10 cases. 
(5) Soft-tissue swelling was seen in 31 cases. 

In an effort to determine what factor or factors were im- 
portant in producing residual disability, the various groups were 
compared with each other and with the entire group with 
reference to (1) type of treatment given, (2) whether the 
patient returned to activity before being sympton-free, (3) 
average number of days prior to return to full activity, and 
(4) previous injuries. This analysis failed to demonstrate any 
statistically significant difference which might account for per- 
sistent ankle symptoms or abnormal physical findings or any 
significant association between any type or types of abnormal 
mobility and the group of symptoms. When the factor of 
peroneal muscle weakness was brought into the comparison, 
however, it proved statistically significant. Of the 35 injuries 
demonstrating both residual changes and ankle symptoms, 23 
had peroneal muscle weakness. Six other patients with no ankle 
symptems also had peroneal muscle weakness. 

The authors conclude by remarking that they were im- 
pressed with the high incidence of residual disability from acute 
ankle sprains and the need to prevent and control such dis- 
abilities. While in most instances the residual symptoms were 
not incapacitating, nevertheless they were annoying and, in 
some instances, resulted in a curtailment of activity. 


PARENTAL PERMISSIVENESS AND FOSTERING IN CHILD 
REARING AND THEIR RELATIONSHIP TO JUVENILE 
DELINQUENCY 

Factors responsible for antisocial behavior and delinquency 
in apparently normal families of “respectable status” are pre- 
sented in the November 30, 1955, issue of the Proceedings of the 
Staff Meetings of the Mayo Clinic by Adelaide M. Johnson, 
M.D., and Edmund C. Burke, M.D. 

The authors believe that a large portion of individual anti- 
social behavior today is the result of an unwitting sanction or 
unconscious fostering of such behavior by one or both parents. 
In this way the parent achieves vicarious gratification of his 
own poorly integrated forbidden impulses. 

Children are not born with a conscience. Conscience is 
developed, especially during the first 6 years of life, through 
identification with the total behavior of the parents on the 
part of the child, and through the parents’ conscious and un- 
conscious image of the child and their concepts and hopes for 
him. In the past, many psychiatrists, as well as parents, have 
wrongly assumed that prohibitions in all forms lead to too 
much guilt and, consequently, neurosis. The authors, however, 
believe that prohibitions do not lead to unhealthy guilt but 
rather are important to a child’s sense of security. Antisocial 
behavior, such as stealing, arson, murder, and sexual destruc- 
tiveness, should and must be completely prohibited. A child 
may resent such prohibitions, but if he is allowed to express 
his resentment and anger in a legitimate way he is not likely 
to become neurotic. 

In dealing with problem children and their families, the 
authors have observed that in some families just one child is 
a problem whereas in other families each child is a problem, 
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but in a different area. Careful observation of such families 
usually reveals how each victim-child is chosen to live out a 
particular pathologic need in one or both of the parents. 

How are confused parental impulses toward antisocial be- 
havior communicated to the child? Usually the parent initially 
prohibits an act, then unconsciously condones it. For example, 
the child is told that it is wrong to steal. Yet, when he does 
steal, the parent covers up for him or, perhaps, the child ob- 
serves the parent committing a small dishonesty. When a par- 
ent shows an avid interest in the details of a child’s antisocial 
act, he betrays the need for vicarious gratification. Often the 
child will repeat his misdemeanor in order to continue to re- 
ceive the parent’s attention and interest. 

In a more normal and healthy home, certain taboos and 
prohibitions are absolute, with no alternatives, and they are 
enforced in a calm and earnest atmosphere. The parent insists 
on honesty and reliability from the child and is equally honest 
and reliable in his dealings with the child. In this way the 
parent presents a model that deserves to be copied in all aspects 
of social behavior. 

In the sexual area, delinquencies are largely unconsciously 
generated and fostered in the home. Children behave sexually 
according to the parents’ conscious and unconscious image of 
the child. Excessive interest and inquisitiveness, suspicious 
questions, or dire warnings about sex on the part of the par- 
ents obstruct a child’s identification with a parent tranquil 
about sex. Also, a parent can unconsciously generate hostility 
in the child by overstimulating the child emotionally. 

The authors firmly believe that the absolute cultural pro- 
hibitions still are valid and must be rigidly inculcated by the 
parents during the first 6 or 7 years of life and training which 
are so basic to character development. In treating a child who 
indulges in antisocial behavior at home, where he is subject 
to parental sanction and influence, the psychiatric therapist must 
also treat the parents as intensively or more so. While this is 
a long and expensive procedure, it is the best so far known. 

Finally, the authors advocate more widespread knowledge 
of the role of the parent in causing delinquency. When parents 
realize that it is not heredity, bad companions, poor schools, or 
divorce which causes delinquent children, but rather their own 
unconscious, or less often conscious, sanction of antisocial be- 
havior, then perhaps they will be less ready to find expression 
for their poorly inhibited antisocial impulses in the encourage- 
ment of scapegoats. With such understanding, parental con- 
flicts could be directed into individual neuroses rather than into 
vicarious gratification. Such neuroses, even though severe, are 
more amenable to treatment than is a delinquency complex. 


PROBLEMS OF OBESITY IN ANESTHESIA 


Herman Schwartz, M.D., reviews in detail the nature and 
extent of difficulties encountered in anesthetizing the obese pa- 
tient safely and efficiently in the New York State Journal of 
Medicine, Nov. 15, 1955. 

Among the diseases associated with obesity are arterial 
hypertension and arteriosclerosis, diabetes mellitus, degenerative 
arthritis, disturbed liver function, and thrombophlebitis and 
embolism postoperatively. The psychologic problem centers 
around the underlying emotional disturbances that prompt over- 
eating. The anesthesiologic problems in general anesthesia in- 
clude difficulties in maintaining a free airway, inadequate res- 
piratory exchange, prolonged induction and recovery, the need 
for greater muscular relaxation because surgical exposure is 
more difficult, the possibility that more anesthetic may be neces- 
sary and that increased tissue damage may result from the 
vigor of retraction, and difficulties in placing needles intra- 
venously. In regional or spinal anesthesia, the problem rests in 
locating the bony landmarks. 

How these difficulties may be reduced and how anesthetic 
management can be made safer are questions discussed. The 
cardiovascular, renal, and hepatic status of the obese patient 
must be evaluated preoperatively, and the history of these 
systems should be detailed. Hypotension should particularly be 
avoided during anesthesia, and therefore blood pressure and 
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blood count studies, electrocardiograms, and blood volume meas- 
urements are necessary in any obese patient older than 45 years. 
Adequate preoperative hydration and insulin therapy would 
avoid ketosis. A preoperative visit by the anesthesiologist, to 
reassure the patient, and barbiturate premedication might prove 
valuable in reducing emotional tension. To maintain an open 
upper airway is most important and requires positioning the 
patient so that proper chest and abdominal expansion are pos- 
sible with a minimum of effort. Since more anesthetic is usually 
needed in the obese patient, its choice becomes extremely impor- 
tant. The advantages and disadvantages of various agents are 
therefore discussed. 


EDEMA AND CONGESTIVE FAILURE RELATED TO 
ADMINISTRATION OF RAUWOLFIA SERPENTINA 


In the October 1, 1955, issue of The Journal of the Ameri- 
can Medical Association, George A. Perera, M.D., discusses 
five cases of fluid retention following the administration of 
crude or pure alkaloids of Rauwolfia serpentina. 

The four women and one man involved in this study all 
had hypertensive vascular disease with no previous history of 
dyspnea, edema, or cardiac pain. Three patients had received 
0.25 mg. of Resperine twice daily by mouth, and two had re- 
ceived 100 mg. of Rauwolfia serpentina twice daily by mouth. 

Pitting edema of the ankles occurred within a week of the 
start of therapy in all cases. Two patients developed more 
marked edema of the lower extremities and basal pulmonary 
rales, and one complained of moderate external dyspnea and 
showed some periorbital swelling. Increased weight was also 
a factor in the two more severe cases. 

Therapy was continued for from 3 to 4 weeks. Within 1 
week after cessation of therapy all evidences of abnormal fluid 
retention had disappeared in all patients. This leads the author 
to believe that the association between retention of fluid and 
the administration of crude or purified alkaloids of Rauwolfia 
serpentina is more than a chance occurrence. More studies will 
have to be made to confirm this belief and to elucidate the 
mechanism involved. 


MEDICAL MANAGEMENT OF THE OBSTRUCTIVE 
COMPLICATIONS IN PEPTIC ULCER 

A method of medical management of the obstructive com- 
plications of peptic ulcer is presented in the January, 1956, issue 
of Surgery, Gynecology and Obstetrics by Edward A. Marshall, 
M.D., and his associates. This method was used in 201 x-ray 
positive ulcers selected from a series of 1,500 cases. 

The purpose of this investigation was to discover an effica- 
cious method to (1) provide immediate relief and definitive 
care of this complication, (2) differentiate rapidly the medical 
from the surgical cases, and (3) affect the high recurrence rate. 

The authors believe that obstruction in peptic ulcer is the 
result of the body’s attempt to protect itself from its own cor- 
rosive acid peptic activity. The only way to prove to what 
extent gastric retention is due to spasm and chemical inflamma- 
tion rather than to cicatrization is to treat the complication 
medically. This clinically accepted fact has led to many errors 
in diagnosis because the applied therapy was inadequate. 

The physiologic basis of this therapy is the immediate ad- 
ministration and adequate maintenance of a pharmacologically 
effective antacid sedative treatment to prevent acid peptic ac- 
tivity from destroying all of the constantly forming fibroblasts 
and thus permit granulation and eventual epithelization of the 
ulcer. The criterion for adequate treatment is whether the 


patient can eat an unrestricted diet within 24 hours without 
distress. 
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Of the 201 ulcers in this study, 172 were duodenal, 6 were 
marginal, 21 were gastric, and 2 were combinations of duodenal 
and gastric. One hundred and ninety-four patients responded 
satisfactorily to the treatment, while 7 were considered medical 
failures. Of the 7 cases that did not respond, 6 were in patients 
over 60 years of age with a prolonged history of ulcer with 
gastric retention. This fact underlines the importance of early 
recognition and immediate institution of adequate therapy be- 
cause even partial stenosis delays healing of peptic ulcer. 

The drugs used to effect adequate neutralization and seda- 
tion were aluminum hydroxide, calcium carbonate, magnesium 
oxide, phenobarbital, and atropine sulfate. This medication was 
given in three combination tablets administered around the clock 
in the first 24 hours, with special emphasis on night therapy to 
control the excessive nocturnal gastric secretion. Prior to the 
administration of the drugs, the patient was examined carefully 
and a definite diagnosis of obstruction was made. Next, the 
gastric contents were extracted by intubation for a considerable 
period. In instances of excessive vomiting, parenteral fluids 
were given immediately. No oral feeding was permitted during 
the first 24 hours. 

Beginning with the second day, therapy was reduced to an 
“ambulatory” schedule and the patient was allowed an unre- 
stricted, sometimes low-fat, diet. Ambulatory therapy with 
unrestricted diet was continued for 414 months. 

A follow-up study revealed that only 10 patients in this 
series had recurrent obstructive complications. Eighteen pa- 
tients had a recurrence of ulcer without complication occurring 
from 14 to 65 months after cessation of therapy. All of the 7 
cases classified as medical failures revealed upon surgical ex- 
ploration posterior pancreatic penetration as well as inflamma- 
tory obstruction. In all the 1,500 cases of peptic ulcer, only 14 
were instances of true cicatricial stenosis, which means that 
most peptic ulcers with obstruction are reparable medically. 


PROLONGED LABOR 


M. Edward Davis, M.D., discusses the incidence, causes, 
and management of prolonged labor, the preparation for labor, 
and trial labor in Postgraduate Medicine, October, 1955. 

Pointing out that the length of labor is only a measure of 
the dimensions of the problem, the author considers 24 hours a 
long labor, far longer than should be necessary for the recogni- 
tion of the possibility of trouble. The preliminary stage of 
labor often begins in the last weeks or days before pregnancy 
terminates. It is characterized by periodically recurring and 
subsiding irregular contractions of shorter or longer duration, 
during which cervical effacement, softening, and a degree of 
dilatation take place. It is distinguishable from the regular, 
rhythmic uterine contractions with the progressive cervical 
effacement and dilatation that take place in active labor. 

Prolonged labor occurs in 1 to 7 per cent of cases. The 
low rate has been attained largely through a widespread change 
in popular attitude, according to which pregnancy and labor 
are no longer regarded as pathologic states. Antibiotic therapy, 
the availability of blood for needed transfusions, improved 
agents and technics for anesthetizing patients, and other scien- 
tific achievements have drastically reduced the complications 
and the rates of fetal and maternal death. These factors have 
been influential in reducing the incidence of artificial parturition 
and have helped to make both pregnancy and labor increasingly 
natural. 

It more than pays to prepare young women for motherhood 
by stressing the normality of labor. Awareness that labor is a 
normal physiologic function quells the fear that ordinarily in- 
duces the spasm which is responsible for the pain, thereby di- 
minishing the need for resorting to the use of analgesics. 
Patients are taught to relax between contractions, thereby 
conserving energy for active and effective cooperation during 
the second stage. Labor can be terminated either spontaneously 
or by episiotomy and outlet forceps delivery. 
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Prolonged labor stems oftenest from cephalopelvic dispro- 
portion, uterine abnormalities, and abnormal presentation. It is 
most widespread in first pregnancies, as is also uterine inertia. 
The elderly primigravida requires special consideration if labor 
is prolonged or progresses slowly. If the membranes rupture 
prematurely, active labor is usually delayed, the contractions 
remaining irregular and arrhythmic. If analgesics are given to 
allay discomfort, they may cause uterine inertia. 

Breech presentation may sometimes be coupled with uterine 
inertia and incomplete effacement and delayed dilatation. Ab- 
normal presentation and failure of the occiput to rotate also 
prolong labor. The commonest cause of long labor is failure 
of the occiput to rotate to an anterior position. With malposi- 
tions of this kind, the membranes can often be ruptured with 
full, or nearly full, dilatation, thereby enabling the head to 
rotate anteriorly. 

Meticulous prepartum care—proper evaluation, good prep- 
aration of the patient for labor, and intelligent conduct of ac- 
tive labor—would greatly diminish the incidence of prolonged 
labor. Induced labor should always be restricted to medically 
indicated instances. 

Trial labor for 6 to 18 hours should be adequate for eval- 
uating the degree of disproportion between fetus and birth 
passages as well as the effectiveness of uterine contractions. 
Among the safeguards in trial labor are firm rejection of 
pituitary extract therapy and restriction of orificial examina- 
tions other than a vaginal evaluation at the end of the trial 
period. The test of labor is applicable only if the presentation 
is cephalic. 

Oxytocic drugs are again popular for stimulating uterine 
activity. With the physician in constant attendance, Pitocin, 
rather than pituitary extract, by intravenous drip and in an 
amount no greater than is required to stimulate normal labor, 
may be given, unless contraindicated by cephalopelvic dispro- 
portion, uterine scar from a previous cesarean section or 
myomectomy, uterine overdistention, parity of five or more, 
abnormal bleeding, or advanced age in a primigravida. 

After 12 hours of labor without progress, pelvic re-evalua- 
tion is indicated. If labor is poor and the cervix fails to dilate 
beyond 6 to 7 cm., progress may cease even though the head is 
well down in the pelvis and in posterior position, and cervical 
edema resulting from continued labor may decrease the dilata- 
tion further. Labor may then be terminated, preferably with 
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the help of Dihrssen’s incisions made at clock positions 10, 2, 
and 6, to permit unhindered passage of the head. 


TOOTHPICK INJURIES OF INTESTINAL TRACT 


After a review of the literature for examples of toothpick 
perforations of the intestine, Elmer G. St. John, M.D., cites an 
illustrative case and reviews the signs on which roentgen diag- 
nosis rests in his report to the New York State Journal of 
Medicine, Nov. 1, 1955. 

In the case reported, a man 48 years of age was hospitalized 
for severe pain in the upper right quadrant, after sudden onset 
and unabated duration for 30 hours. No symptoms other than 
vomiting were noted. This occurred once. Physical examination 
disclosed only one abnormality—slight tenderness and rebound 
tenderness in the affected quadrant. Exploratory operation dis- 
closed that a toothpick had perforated the ascending colon and 
had given rise to a localized abscess. After the toothpick was 
removed and a fairly stormy convalescence ensued, the patient 
went home at the end of 2 weeks. 

Of all swallowed foreign bodies the toothpick appears to be 
especially dangerous because of its sharp ends, its length, its 
indigestibility, and its indiscernibility on roentgen study. 

The radiologist must depend on indirect signs of intestinal 
perforation, among them signs of peritoneal irritation and in- 
flammation. Localized dilatation may often be noted in con- 
tiguous intestinal loops. Edema or absence of the peritoneal 
fat layer may be significant, or splinting of the overlying mus- 
culature so as to shorten the involved side, as compared with 
the other side, or there may be scoliosis with the concavity 
toward the lesion. In the event of a large abscess, a bulging 
of the peritoneal fat may be noted. Sometimes the valvulae 
conniventes of the small intestine or the haustral pattern of the 
large intestine may surround the perforation point like wheel 
spokes, or a perforation near the diaphragm may inhibit dia- 
phragmatic movement on that side, or free feces may be dis- 
cernible on the film. The region most often involved is the 
ileocecal, owing to its angulation, leading to the diagnosis of 
acute appendicitis or appendiceal abscess. 


Book Reviews 


Books for review which were received during the period 
from January 5 to February 5 are listed on advertising pages 
68 and 69. Reviews of these books will be published as space 
permits. 


GERIATRIC ANESTHESIA. By Paul H. Lorhan, M.D., Professor 
of Anesthesiology, Department of Anesthesiology, University of Kansas 
Medical Center, Kansas City, Kansas. Paper. Pp. 90. Price $3.25. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
1955. 

In eighty-three readable pages, the author presents many 
phases of anesthesia in the geriatric patient. The text is in es- 
sence one of generalization. Following an introductory chapter 
on general considerations, physiologic changes in the geriatric 
patient are reviewed in Chapter II, after which are discussed, 
in short chapters, the topics of preoperative preparation, pre- 
anesthetic medication, the various anesthetic agents, and anes- 
thetic, and postanesthetic management. 


The reviewer is in complete accord with the author’s con- 
servative thinking regarding a light plane of anesthesia and 
light doses of preanesthetic medication. It is felt that even in a 
monograph more stress could have been placed on anesthetic 
technics. 


In one short paragraph the author epitomizes his approach 
to the problem of geriatric anesthesia : 

With the gradual prolongation of the mean span of life it seems 
fitting at this time for the anesthesiologist, surgeon and internist to give 
more consideration to the problem of anesthesia in surgery of the aged. 
Management of the elderly patient undergoing surgery is a challenge to 
each physician practicing the art and science of medicine. 


While the book will be, as intended, of interest to many 
physicians, it will be of greatest value to the resident in anes- 


thesiology. 
ILDEN, 


TEXTBOOK OF ENDOCRINOLOGY. Edited by Robert H. Wil- 
liams, M.D., Executive Officer and Professor of Medicine, University 
of Washington Medical School, Seattle. Ed. 2. Cloth. Pp. 776, with 
illustrations. Price $13.50. W. B. Saunders Company, West Washing- 
ton Square, Philadelphia 5. 1955. 


Rapid advances in the field of endocrinology in the last few 
years have tended to date books on the subject more rapidly 
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than books in many other fields of medicine. The present text 
is the second edition of one that first appeared in 1950. It is 
probable that the previous edition is definitely dated by now, 
but this edition is thoroughly up to date. 


The diagnosis of endocrinopathies is given extensive con- 
sideration, because the author feels that it is particuiarly im- 
portant. Certainly, in the opinion of this reviewer, it is one of 
the most confusing fields in which to establish a definite diag- 
nosis. A general discussion of each endocrinopathy dealt with 
is given in some detail and with considerable clarity, so that the 
treatment recommended can usually be seen to follow logically 
from the discussion that precedes its description. Endocrine 
treatment of a number of nonendocrine disorders is also dis- 
cussed, including cancer, collagen diseases, and allergic disor- 
ders. A chapter is also devoted to the special considerations 
applying to endocrine disorders in children with a discussion of 
differentiation of these disorders from genetic effects that may 
resemble endocrinopathies. 


The book is well developed, with numerous illustrations 
and a readable text. Organization is good, and the indexing is 
thorough. In general, it should be a useful test for those who 
deal with endocrine problems. 


HEART DISEASE. Its Diagnosis and Treatment. By Emanuel 
Goldberger, M.D., F.A.C.P., Associate Attending Physician, Montefiore 
Hospital, New York; Cardiologist and Attending Physician, Lincoln 
Hospital, New York; Consulting Cardiologist, St. Joseph’s Hospital, 
Yonkers; Diplomate of the American Board of Internal Medicine; Lec- 
turer in Medicine, Columbia University. Ed. 2. Cloth. Pp. 781, with 
illustrations. Price $12.50. Lea & Febiger, Washington Square, Phila- 
delphia 6, 1955. 

It is the intent of this book to present a picture of the gen- 
eral field of heart disease rather than to explore any part of it 
in exhaustive detail, but sufficient detail is given all through it 
to suffice for most purposes. The references indicate where 
greater detail may be found if it is needed. 


This is the second edition of this text. Because of the ad- 
vances that have been made in this field since the publication of 
the previous edition, much new material has been added and a 
considerable portion of the book rewritten. However, the au- 
thor has not allowed the lure of new diagnostic procedures to 
entice him away from continued recognition of the value of the 
history and physical examination. Extensive use of outline form 
has been made in the text, which makes general reading some- 
what difficult, but facilitates use of the book for reference. 
Numerous illustrations are provided. In all, a useful reference 
work on the general field of heart disease. 


FORCEPS DELIVERIES. By Edward H. Dennen, M.D., 
F.A.C.S., Professor of Obstetrics and Gynecology. Director of De- 
partment and Attending Obstetrician, New York Polyclinic Medical 
School and Hospital; Associate Professor of Clinical Obstetrics and 
Gynecology, Cornell Medical College; Attending Obstetrician and 
Gynecologist, New York Hospital; Consulting Obstetrician and Gyne- 
cologist, Muhlenburg Hospital, Plainfield, N.J.; Consulting Obste- 
trician, Englewood Hospital, Englewood, N.J., United Hospital, Port- 
chester, N.Y., Mount Vernon Hospital, Mount Vernon, N.Y., 
Greenwich Hospital, Greenwich, Conn.; Diplomate American Board of 
Obstetrics and Gynecology; Fellow American Association of Obste- 
tricians, Gynecologists and Abdominal Surgeons. Cloth. Pp. 228, with 
illustrations. Price $6.50. F. A. Davis Company, 1914-16 Cherry St., 
Philadelphia 3, 1955. 


As its name implies, this book is concerned with forceps 
deliveries to the virtual exclusion of everything else. The author 
takes marked exception to the old saw that the best thing to do 
is to become thoroughly familiar with one type of forceps and 
use it in all cases. It is his contention, with which it is difficult 
not to agree, that such an attitude is both silly and dangerous 
because no one type of forceps can be properly adapted to all 
types of forceps maneuvers. 
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Before discussing the technics of forceps deliveries them- 
selves, the author devotes chapters to the prerequisites for 
forceps deliveries, the classification of such deliveries according 
to the station of the head in the pelvis, and classical instru- 
ments. Types of forceps are discussed later in the book, to- 
gether with criteria for choice of instrument. The discussion 
of technics applying to different types of problems forms the 
bulk of the text and is accompanied by numerous well-executed 
diagrammatic drawings. The book should be of material value 
to anyone who wishes to enlarge his scope of proficiency in 
this field. 


PRACTICAL MEDICAL MYCOLOGY. By Edmund L. Keeney, 
A.B., M.D., Formerly: In Charge of Mycology Laboratory, Visiting 
Physician and Dispensary Physician (Allergy), The Johns Hopkins 
Hospital; Instructor in Medicine, The Johns Hopkins Universit, 
School of Medicine; Fellow, American College of Physicians; Fellow, 
American Academy of Allergy; Member, Western Society for Clinica! 
Research; Member, American Society for Clinical Investigation, Sar 
Diego, California. Cloth. Pp. 145, with illustrations. Price $4.50. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
1955. 

With the increasing importance of the fungus diseases in 
the United States, the practicing physician is finding it neces- 
sary to explore this field of medicine much more thoroughly 
than at any time in the past. This book is a successful attempt 
to convey the basic essentials of the subject simply, clearly, and 
concisely. Every disease discussed in the text is briefly but 
thoroughly described from the viewpoints of etiology, inciderre, 
susceptibility, diagnosis, and treatment. The fungi discussed are 
divided into the saprophytic, which may produce symptoms with- 
out actually invading the tissues of the host, and the pathogenic, 
which are actually capable ef invading or destroying human 
tissue. In addition to the fungus diseases as such, considerable 
attention is paid to the role of fungi as allergens. A chapter 
is also devoted to the poisonous fungi in which ergotism and 
the illnessses arising from the consumption of poisonous muslhi- 
rooms are discussed. The writing is clear, the organization of 
the material facilitates the use of the book as a reference, and 
the indexing is quite thoroughly done. 


SELECTION OF ANESTHESIA. The Physiological and Pharma 
cological Basis. By John Adriani, M.D., Director of Anesthesiology, 
Charity Hospital; Professor of Surgery, School of Medicine, Tulane Uni 
versity of Louisiana; and Clinical Professor of Surgery and Pharma- 
cology, School of Medicine, Louisiana State University, New Orleans, 
Louisiana. Cloth. Pp. 327, with illustrations. Price $6.50. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1955. 

This book is definitely not a text on anesthetic technics. 
Rather, as the author states in his preface, “It is intended for 
those individuals who wish to become familiar with the princi- 
ples and methods of anesthesiology.” For the older surgeon 0: 
physician who was not trained as is the modern resident, the 
text attempts to show why and how the trained anesthesiologis‘ 
selects a particular anesthetic agent for the individual patient 
And, as is so well known to those in the field, physiology anc 
pharmacology are all-important ; and the author has emphasize’ 
this again and again. 


Adriani stresses cyclopropane and ether, volatile agents. 
as agents of choice in various disease states. One must remem- 
ber that Charity Hospital is a 1,000-bed, resident-teaching insti- 
tution where basic, standard technics are emphasized. Not al! 
will agree, I am sure, with the statement on page 165: “In 
localities where anesthesia is technically poor it is common 
practice to combine a muscle relaxant with a thiobarbiturate or 
other basal narcotic. No volatile drug is used... .” This is 
inconsistent with the well-known and proved aphorism of Wa- 
ters: “It is not the agent or technic as much as the adminis- 
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trator that matters.” Throughout the United States and abroad 
the technic which Adriani disapproves is used daily by well- 
trained anesthesiologists in all types of surgical and anesthetic 
risks, with excellent results. 


The surgeon who may have to designate the type of anes- 
thesia in the small hospital without a professional anesthetist 
would do well to familiarize himself with this book. Basic, 
sound fundamentals of anesthesia are stressed. This book 
should be in the hospital library and in the library of the sur- 
geon, the internist, and the occasional or part-time anesthetist. 

A. A. Gotpen, D.O. 


TEXTBOOK OF ANATOMY AND PHYSIOLOGY. By Diana 
Clifford Kimber and Carolyn E. Gray, A.M., R.N. Revised by Caroline 
E. Stackpole, M.A., Formerly, Associate in Biology, Teachers College, 
Columbia University ; and Lutie C. Leavell, R.N., M.A., M.S., Assistant 
Professor in Nursing Education, Teachers College, Columbia Univer- 
sity. Ed. 13. Cloth. Pp. 850, with illustrations. Price $5.00. The 
Macmillan Company, 60 Fifth Ave., New York 11, 1955. 

This is the thirteenth edition of a standard text intended 
for use in nurses’ training. The combination of anatomy and 
physiology within a single text is in many ways a happy one, 
tending to bring both subjects into clearer focus in the student’s 
mind. The book is not, nor is it intended to be, adequate for 
ithe training of physicians, and it most certainly is not intended 
as a reference work for physicians. However, it might find 
some useful application for them as a “little textbook” from 
which the framework of the material in it can be gotten easily 
and quickly. The format is attractive, and illustrations are 
numerous and well presented. Much new material has been 
added since the previous edition. A reference list of additional 
sources is appended. Altogether it is a useful book in its field. 


CLINICAL ORTHOPAEDICS, Number 5. By Anthony F. 
DePalma, Editor-in-Chief; With the Assistance of the Associate Edi- 
tors and the Board of Advisory Editors. Cloth. Pp. 242, with illus- 
trations. Price $7.50—to sustaining members and subscribers $5.00 
each. J. B. Lippincott Company, East Washington Square, Philadel- 


phia 5, 1955. 


The same general high quality of the preceding volumes of 
this series is maintained in the present book. Most of it deals 
with spinal problems, particularly conditions that affect the low 
back. The material is well organized and well presented, but it 
is the opinion of this reviewer that insufficient attention has 
been paid to the role of manipulation in conservative manage- 
ment. The emphasis, as might logically be expected in a work 
of this type, is on surgical evaluation and management, al- 
though conservative treatment is discussed in some detail. Fre- 
quent illustrations are used to good effect. While primarily 
intended for the orthopedic surgeon, this book should prove 
useful to many osteopathic physicians in general practice. 


CONGENITAL HEART DISEASE: An Illustrated Diagnostic 
Approach. By Henry S. Kaplan, M.D., Professor of Radiology, Stan- 
ford University School of Medicine, and Saul J. Robinson, M.D., 
Assistant Clinical Professor of Pediatrics, Stanford University School 
of Medicine, Chief, Department of Pediatrics, Mount Zion Hospital, 
San Francisco. Cloth. Pp. 126, with illustrations. Price $12.50. 
McGraw-Hill Book Company, Inc., 330 West 42nd St., New York 36, 
1954, 


The diagnosis of congenital heart diseases has assumed 
much greater importance in the past few years because of the 
advent of better surgical technics designed to deal with these 
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conditions. The fact that surgical intervention is valuable in 
some, but not all, congenital heart problems makes it impera- 
tive that the physician be able to separate those that may be 
benefited by surgery from those that cannot be so benefited. As 
a result, what was until recently a highly specialized field in 
which only a few experts worked has become one in which it is 
increasingly necessary for the physician to familiarize himself 
with its more important aspects. This book is written with the 
intention of making the subject understandable to those who 
are not specializing in the field, and this it does quiet well. 


It seems likely that final diagnosis can be achieved to only 
a limited degree as long as it sometimes rests on procedures 
that are by no means universally available, such as ballistocar- 
diography, electrokymography, or phonocardiography. How- 
ever, it should be reasonable to expect the physician anywhere 
to establish the diagnosis with a reasonable degree of certitude 
with the tools that are widely available. In this text, emphasis 
is laid on pediatric considerations, which is as it should be. The 
material is presented clearly and concisely. Well-reproduced 
illustrations that should have great teaching value are used 
profusely throughout the book. The format of the volume is 
attractive. 


ACUTE RENAL FAILURE. By Arthur Grollman, Ph.D., M.D., 
F.A.C.P, Professor and Chairman, Department of Experimental Medi- 
cine, Lecturer in Pharmacology and Toxicology, Southwestern Medical 
School of the University of Texas; Attending Physician, Parkland 
Hospital; Consultant in Internal Medicine, Baylor University Hos- 
pital; Consultant in Biochemistry and Physiology, Veterans Adminis- 
tration Hospital, Dallas, Texas. Cloth. Pp. 92, with illustrations. 
Price $4.00. Charles C Thomas, Publisher, 301-327 East Lawrence 
Ave., Springfield, Ill., 1954. 

This monograph will give the careful reader a comprehen- 
sive picture of acute renal failure. With the recognition that 
acute renal failure may appear as the result of a multiplicity 
of conditions in widely ranging fields, its recognition and treat- 
ment fall into all branches of medicine. The book presents 
detailed discussions of the etiology, pathogenesis, and treatment 
of the problem, including lower nephron nephrosis and other 
conditions in which renal function is suddenly held in abeyance. 


Treatment of acute renal failure is discussed from the 
standpoints of prophylaxis, conservative management, and arti- 
ficial measures that may be indicated in selected cases, such as 
peritoneal lavage. The text emphasizes that, while acute renal 
failure is a serious problem, it is not necessarily universally 
fatal: many cases can be treated successfully. The book is well 
written, and the indexing is thoroughly done. It should be 
useful to any physician or surgeon who is working in fields 
where this problem may occur. 


HEMORRHAGE OF LATE PREGNANCY. By John S. Fish, 
M.D., F.A.C.S., Instructor, Department of Obstetrics and Gynecology, 
Emory University School of Medicine; Visiting Obstetrician, Grady 
Memorial Hospital, Georgia Baptist Hospital, Atlanta, Georgia. Cloth. 
Pp. 180, with illustrations. Price $5.50. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, IIll., 1955. 

The author is obviously very much concerned about the 
fact that the prevention and treatment of hemorrhage of late 
pregnancy has not kept pace with the advances made in other 
fields of obstetrics. This book is his contribution to the attempt 
to correct this deficiency. Noting that hemorrhage is now the 
greatest threat to a normal outcome of pregnancy, he quickly 
dispels the old notions that painless bleeding in the third tri- 
mester of pregnancy almost certainly indicates placenta previa 
and that the only practical treatment is immediate cesarean 
section. The anatomy and causative factors of hemorrhage in 
late pregnancy are thoroughly discussed, and adequate criteria 
for diagnosis and suggested line of treatment are presented. 
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Dr. Fish points out that morbidity and mortality caused 
by excessive blood loss are more commonly seen than is real- 
ized, arguing that any complication that takes place in a case 
where excessive bleeding has been encountered can be at least 
partially attributed to the hemorrhage. 

The writing is clear and even, the indexing is adequate, 
and in general the book should have definite value of a practi- 
cal nature. While written by one man, the text integrates the 
experiences and considered opinions of four other investigators 
at the Emory University School of Medicine. 


THE PREVENTION*:OF DISEASE IN EVERYDAY PRAC- 
TICE. By Isadore Givner, B.S., M.D., F.A.C.S., Associate Clinical 
Professor of Ophthalmology, New York University Post-Graduate 
Medical School; Director of Ophthalmology, New York City Hospital; 
Attending Ophthalmologist, University and Beth David Hospitals; 
Associate in Ophthalmological Bacteriology, New York Eye and Ear 
Infirmary; Consultant in Ophthalmology, Correction Hospitals; and 
Maurice Bruger, M.Sc., M.D., C.M., F.A.C.P., Associate Professor 
of Medicine, New York University Post-Graduate Medical School; 
Attending Physician and Director, Department of Clinical Pathology, 
University Hospital; Visiting Physician, Bellevue Hospital; and Con- 
tributors. Cloth. Pp. 964, with illustrations. Price $20.00. The C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1955. 

It is the contention of these authors that preventive medi- 
cine today is properly concerned with much more than com- 
municable diseases and factors related to them, such as sanita- 
tion and epidemiology. As a result, much of this text is devoted 
to the preventive aspects of such conditions as cancer, allergy, 
and the degenerative diseases. The authors note that the divid- 
ing line between preventive medicine and medical practice is 
gradually being erased. 

Inasmuch as the technics for actually preventing the occur- 
rence of such things as diabetes mellitus and arthritis are of 
uncertain efficacy, much of the book necessarily dwells on early 
diagnosis, the prevention of complications in such conditions, 
and minimizing the damage caused by these afflictions. Because 
of this, it is not always easy to remember that the book is con- 
cerned with preventive medicine rather than reparative medi- 
cine. After all, the prevention of complications and minimizing 
of damage are, to a great extent, bound up with the adequate 
treatment of an established condition. 

The scope of the book is wide, and with forty-seven con- 
tributors, the points of view are numerous. Despite the large 
number of contributors, the book is well integrated. The ma- 
terial is definitely practical for application, for the most part. 
On the whole, this is a useful book, written from an unusual 
point of view. 


THE PEDIATRIC YEARS. A Guide in Pediatrics for Workers in 
Health, Education and Welfare. By Louis Spekter, B.S., M.P.H., M.D., 
Director, Bureau of Maternal and Child Hygiene, Connecticut State De- 
partment of Health; Formerly Chief, Division of Crippled Children; 
Clinical Instructor in Pediatrics, School of Medicine, Yale University; 
Fellow of the American Academy of Pediatrics; Certified by the Ameri- 
can Board of Preventive Medicine and Public Health. Cloth. Pp. 734, 
with illustrations. Price $12.50. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill., 1955. 


This book is intended as a guide for all professional 
workers involved in the care of children. It is a technical 


volume designed specifically for the nonmedical members of the 
team who work with children. 
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The book is divided into sections dealing with all phases 
of growth and care. Each section emphasizes “Optimum Health 
of Children” and stresses bringing to the child the best health 
that is attainable. Illustrations are few, but an extensive 
glossary and index are provided. Bibliographies are given at 
the end of each chapter. 

This volume combines from various sources comprehensive 
information usually unavailable in readily usable form. Mate- 
rial is easily understandable and gives a better knowledge of 
the problems affecting not only the sick or crippled child but 
also the well child. Much needed information is supplied for 
those health workers who want a clearer understanding in work- 
ing out daily problems. This should be an excellent reference 
work for those working with physicians in a pediatric service, 
for in essence it provides a complete refresher course in the 
pediatric care of children. 


GYNECOLOGY-SURGICAL TECHNIQUES. Compiled and 
Edited by Robert J. Lowrie, M.A., M.D., F.A.C.S., D-OG., Associate 
Clinical Professor of Obstetrics and Gynecology, College of Medicine, 
New York University; Attending Gynecologist and Obstetrician, 
St. Vincent’s Hospital; Senior Attending Obstetrician, City Hospital, 
Welfare Island; Attending Gynecologist, Willard Parker Hospital; 
Formerly, Chairman, Section of Obstetrics and Gynecology, New York 
Academy of Medicine, New York, New York; Consultant in Gynecol- 
ogy and Obstetrics, Passaic General Hospital, Passaic, New Jersey; 
Fellow of the New York Academy of Medicine; Fellow of the Ameri- 
can Public Health Association. Foreword by J. P. Greenhill, M.D. 
Cloth. Pp. 523, with illustrations. Price $17.75. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1955. 


This book is intended as a companion to a previous one, 
“Gynecology: Diseases and Minor Surgery.” The present vol- 
ume confines itself entirely to surgical procedures used in 
gynecology, with the emphasis placed on major surgical pro- 
cedures. Seventy-nine surgeons working in the field of gyne- 
cology have contributed material to the book, which was ably 
tied together and unified by Dr. Lowrie. 

Many of the operations presented here are comparatively 
new, or until recently have been performed in only a few 
localities. A knowledge of surgery is presupposed by the 
authors, but for those possessing the proper background the 
descriptions of the operations should be perfectly adequate and 
the illustrations extremely helpful. Preoperative and postopera- 
tive care have not been neglected, but the bulk of the text is 
devoted to the operations themselves. While variations in style 
are inevitable in a text which includes the writings of so many 
individuals, the material is uniformly quite readable and under- 
standable. The book should be of considerable value to gyne- 
cologic surgeons. 


CORRECTION 
In the article, “The Application of Osteopathic Principles 
in the Management of Arthritis,” by E. C. Andrews, D.O., pub- 
lished in the February JouRNAL OF THE AMERICAN OSsTEO- 
PATHIC ASSOCIATION, the word “parathyroid” was used instead 
of the word “paratyphoid” in lines 7 and 8 of the third para- 
graph of the second column on page 356. We regret the error. 
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Illustrating Rubber Appliances In General Practice 


Especially prepared for the general practice physician — enmiamiiiatiam | 
it describes the adjuvants and patient application, Nasogastric Tube for 
from Airways to Zavod Bronchospirometry Catheters. “Lae 
It contains full-color illustrations of specialized 
rubber appliances which aid in surgical technics and 
facilitate general sick-room and medical care. Among 
the specialized appliances illustrated and 


demonstrated are: 


The Sengstaken-Blakemore Nasogastric Tube, for 
emergency control of hemorrhage of the esophageal 
varices—a valuable appliance for the GP office when 
prompt action is indicated, if surgery must be delayed. went eet 


Davol Cleft Palate Nipples, to facilitate natural sucking oo ae 


and swallowing in the infant suffering from oral swallowing action. 
abnormalities. 


(This offer is limited to doctors.) 


russer COMPANY, DEPT. AO-6-3, PROVIDENCE 2, R. I. 


Please send me, without obligation, a copy of 
ILLUSTRATING RUBBER APPLIANCES IN GENERAL PRACTICE 


‘MAKERS OF FINE SURGICAL 
RUBBER GOODS 
FOR OVER 81 YEARS 
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Prolonged Daytime Sedation in the Aged 


.... remarkably good” results obtained 
with small doses of Butisol Sodium’ 


In elderly patients suffering from such 
conditions as peptic ulcer, coronary 
occlusion, hyperthyroidism, congestive 
heart failure and hypertension—Dripps' 
found that 15 mg. doses of Butisol 
Sodium produced the type of prolonged, 
mild sedation desired. 


Nervous tension and anxiety associated 
with these organic conditions were well 


controlled with this small dosage. 


Of value in treating older patients is the 
fact that Butisol Sodium is not contra- 
indicated in the presence of renal 


disease. 


Butisol Sodium’s action is “interme- 
diate between the fast-acting derivative, 
pentobarbital, and the long-acting bar- — 
bital and phenobarbital.’”? 


SODIUM 


BUTABARBITAL SODIUM, McNEIL 


DOSAGE FORMS 


Elixir Butisol Sodium, 0.2 Gm. (3 gr.) 
per fil. oz., green. 


Tablets, 15 mg. (14 gr.), lavender, 
Tablets, 30 mg. <4 gr.), green. 
Tablets, 50 mg. (34 gr), orange, 
Tablets, 0.1 Gm. 1% er), pink. \ 
<apsules, 0.1 Gm. (1% gr.), lavender, 


NEW: Butisol R-A (Repeat Action Tablets) 30 
15 mg. for immediate release and irs 
15 mg. in coated core for delayed action. 


LABORATORIES, 


ELIXIR BUTISOL SODIUM 


Its bright, green color and 
‘refreshing flavor appeal to all; 
an excellent prescription vehicle. 
Clinical samples on request. 


1. Dripps, R.D.: Selective Utilization of 
Barbiturates, J.A.M.A., 139:150 
(Jan. 15) 1949. 


2. Council on Ph & Chemistry: 
New and Nonofficial Remedies, 1955, 
Philadelphia, J.B. Lippincott Co. 
1955, p. 329 


INC. 
PHILADELPHIA 32, PENNSYLVANIA 
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just when it’s needed 


Aborts the incipient episodes 


gives relief in the period of@ilergic stress... 
gut drug “overhang.” 


metabolizes promptly with 


UNEXCELLED in hay fever, allergic rhinitis, 
urticaria, serum sickness, angioneurotic edema, 
drug reaction, etc. 


Average Dose: One or two 50-mg. tablets as required. 
Pyribenzamine® hydrochloride (tripelennamine hydrochloride. 
CIBA) 50-mg. tablets (scored), and 25-mg. tablets (coated). ~ aN 


CIBA 


SUMMIT, N.J. 
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day-long control of appetite— 


both between meals-and at mealtime 


Dexedrine™ 


dextro-amphetamine sulfate, $.K.F. 


Spansule” 


sustained release capsules, S.K.F. 


*T.M. Reg. U.S. Pat. Off. 
Patent Applied For. 


45 
n sustained dication | 
first in sustained release oral medication 
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to help you in the varied phases of infant feeding—Mead products and services 


the formula for general use 


Manifestations 
of food allergies LIQUID Lactu m 


ready-prepared milk and Dextri-Maltose® formula 


Symptoms and complications 
that have been reported in in- 
fants and children with food 
allergies include: 


Eczema 


Gastrointestinal symptoms 
Diarrhea 
Colic 
Constipation 
Abdominal distention 
Belching 
Epigastric distress 
Abdominal soreness 
Nausea 


Vomiting 
Mucous colitis LIQUID Sobee 


“Celiac” symptoms 


it . 3 
hypoallergenic soya formula 


General symptoms 
Canker sores 
Coated tongue 
Coughing 
Asthma 
Weakness 
Irritability 
Nervousness 
Mental dullness and 

depression 
Aching 
Fever 


the formula for babies allergic to milk 


to help you in instructing mothers 
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Laetum is the only 


When you prescribe Liquid Lactum,® you — pon that 
onmers 


provide all the nutritional safeguards of a milk these advantages: 
. authoritative formulation; 
and carbohydrate formula in carefully balanced generous protein; spaced — 
proportions—plus the convenience appreciated whole mith mutsionts; 
optimal digestibility; 


by modern mothers. , 
maximum convenience, 


: Advantages of Liquid Sobee 
® made possible by its 
When you prescribe Liquid Sobee, you provide “thermoflash” sterilization 


a balanced soya formula that tastes good and is include pleasant bland 
flavor, with no burned 


exceptionally well taken and well tolerated by bean taste; appetizing 
‘ light color. No added 
milk-sensitive babies. Both gastrointestinal symp- 
Stools are satisfactory, 
toms and eczema are usually relieved promptly. 


problem. 


Mead Johnson & Company offers you various printed aids to 
help you tell mothers how to feed and take care of their babies. 
For instance, we have prepared a leaflet on how to breast-feed 
babies, as well as a booklet on formula preparation and feeding. 
For a supply of either of these, ask your Mead representative, 
or write to Mead Johnson & Company, Evansville 21, Indiana. 


SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY + EVANSVILLE 21, INDIANA, U.S.A. 
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; often treatment fails to cure 


materials, penetrates thoroughly, and 
quickly reaches and explodes the 
trichomonads in their hiding places 
deep in the vaginal rugae. 


Proved highly effective. VaGisEC liq- 
uid (originally “Carlendacide”) is the 
formula developed by Dr. Carl Henry 
Davis, noted gynecologist and author, 
and C. G. Grand, research psysiol- 
ogist.! Clinical data show better than 
90 per cent success with VAGISEC liq- 
uid in the treatment of vaginal tricho- 
moniasis.” 


Overwhelmingly powerful. VAaGIsEC 


liquid actually explodes trichomonads 


HOW vaginal trichomoniasis because within 15 seconds of douche contact !* 

DAVIS parasites survive and set up new foci Three surface-acting agents combine 

of infection. synergistically to attack the parasite! 

Now you can overcome this problem A compfanes snd 

EXPLODES _ with Vacisec® liquid and jelly. You 

can treat vaginal trichomoniasis suc- “ ied 

HIDDEN cessfully, using the Davis technic. Si yw 
TRICHOMONADS VaGIsEC liquid dissolves mucinous 

water, swells and bursts. 


The Davis technic. VaGisEc liquid, 
as a vaginal scrub, is used in the office 
therapy. At the same time, VAGISEC 
liquid and jelly are prescribed for 
home use. 


References: 1. Davis, C. H., and Grand, C. G.: 
Am. J. Obst. & Gynec. 68:559 (Aug.) 1954. 
2. Davis, C. H.: West. J. Surg. 63:53, (Feb.) 
1955. 3. Davis, C. H.: J.A.M.A. 157:126 
(Jan. 8) 1955. 

fPat. App. for 

Vacisec is a registered trade-mark of Julius 
Schmid, Inc. 


JULIUS SCHMID, 
Gynecological Division 
423 West 55 Street, New York 19, N. Y. 


FROM PEDIATRICS TO GERIATRICS... 
Choose Zymenol or Zymelose 


—no irritants 
— reducible dosages 


in Any Age 


ALL CONTAIN BREWERS YEAST... 


“Suited to 
your patients’ 
preference: 


e Zymenol, easy-to-take 
emulsion 


° Zymelose, convenient 


tablets and tasty granules 
NO SUGAR 


For safety 
and gentleness in 
a fast-acting laxative, 


write for Zylax tablets 


AND LITERATURE, WAIEE, 


OTIS E. GLIDDEN & CO., Inc., Waukesha 35, 


For control, 
prevention 

of bedsores, 
prescribe 
BSP Liquid 
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Longer lasting, 
more effective relief 


in low back pain 


pain and spasticity to achieve 


=elief in 86.8 per cent of cases tested. , 


JAEPHATE 


CAPSULES 


== =iie phate relaxes muscle spasm without 


impairing strength, diminishes tension and 
without clouding consciousness. 
: Each capsule contains mephenesin 0.25 Gm. 
——————————«ind glutamic acid hydrochloride 0.30 Gm. 


Gonder, T, J, ot Mtg: Med. Assoc. St. Alebomé;,. 


= 2. “ape My Rossi, A.: Amer. Pract, 
Dig. of 954. 
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effective 
FIXATION 


Anatomically correct . . . therapeutically 
sound . . . these principles are designed in, and 
built in, each Truform appliance. 


Effective support or effective fixation . . . 
this you can depend on when you prescribe 
“Truform.” Your patient benefits from the most 
careful selection and skillful fitting because... 


@ TRUFORM Anatomical 
Supports are available 
only from the Ethical 

Appliance Dealer 


Very rigid support and truly 
effective fixation of the lower 
spine is assured by the high 
solid back . . . well-boned 
and with removable 
semi-rigid stays 
in casings. 
Model 1165-HS, 
sacro-lumbar 


support. 


CORRECTIVE BELTS 
AND SUPPORTS 


SURGICAL AND 
POST-OPERATIVE SUPPORTS 


Many other types... in 
many models .. . write 
for your copy of 
“The Red Book.” 


anatomical supports 


3960 ROSSLYN DRIVE, CINCINNATI 9, OHIO 
BRANCHES: New York and San Francisco 
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Maintaining Lean Body Mass 
in the Edentulous Geriatric Patient 


Extensive loss of body protein can occur in either 
the spare or obese geriatric patient. But whatever 
the patient’s somatotype, a decrease in lean body 
mass is usually the result of inadequate protein 
intake due to poor dentition, slowed-down diges- 
tion and quite frequently, unappetizing main 
dishes. 

Knox Gelatine is an excellent non-residue pro- 
tein which is easy to chew and readily digested and 
assimilated. As a vehicle for many foods, Knox 
Gelatine brightens bland diets, giving a new inter- 
est to jaded appetites. As a concentrated protein 
drink, Knox Gelatine supplies seven out of eight 
essential amino acids and a majority of the other 
amino acids composing protein. 


Specific suggestions on how to use Knox Gela- 
tine in different types of geriatric diets are de- 
scribed in the booklets listed in the coupon below. 


Chas. B. Knox Gelatine Company, Inc. JO-I5 


Professional Service Department 

Johnstown, N. Y. 

Indicate number of special diet booklets desired 
for your patients opposite title: 

GERIATRIC REDUCING 
DIABETIC___________ CONVALESCENT. 


YOUR NAME AND ADDRESS 
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WRITE Prescribed by physicians throughout the world 
FOR 
FREE Have » FELSOL provides safe and 
RECORD you * effective relief in Asthma, 
SUPPLIES ever + Hay Fever and related bronch- 
e used ial affections. 
Professional — 
FELSOL 


Modern printing ‘methods and 
volume production offer you worth- 
while savings on Colwell's com- 
plete line of: 
@ LETTERHEADS 
@ ENVELOPES 
@ BILLHEADS 
STATEMENTS 
@ APPOINTMENTS and 
PROFESSIONAL 
CARDS 


* FELSOL also relieves pain 
® and fever in Arthritis, Headache, 
> and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 


Accurate, clean-cut letterpress All Your 
Sea eats f materiale, Professional measurable amounts of the drug persisting 24 
Sietinnes hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 
: R Y Each oral powder contains: 
ond Record Antipyrine . 0.869 gm. 
trate ecime.. VU. 
LOG - STATIONERY One Dependable 
TIENTS’ RECORDS - FILING ICES Source free Professional Samples and Literature 


CO 


Available at all Drug St 
COLWELL PUBLISHING COMPANY vailable at all Drug Stores 


265 University Ave. Champaign, IHinois 


hy 


_ IN SPASTIC CONSTIPATION 


teach spastic sphincters controlled relaxation 


Recommended for: Young's Rectal Dilators gently 

Prenatal © Anal Stricture stretch tight, spastic, or hyper- 

® Achalasia trophic anal sphincters . . . reduce 

© Postoperatively tonus . . . induce mild peristalsis 

hemorrhoidectomy . . . and train the defecation re- 

fistulectomy flex. In graduated sizes for pro- 

Poe more ©, more iron, Prolapse gressive therapy. FOR INFANTS: 

calcium from veal bone ash and calcium Geaciipation Made of flexible rubber. FOR 

lactate plus all the important vitamins. Also for: pe greta AND ADULTS: Mace 
© Perineal Repair of bakelite. 

Dose: 1 to 3 tablets daily. ® Dyspareunia Send for Literature 


F. E. YOUNG AND COMPANY 


Bottles of 100 tablets. 
se 8057 Stony Island Ave., Chicago 7, Ill. 
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with Steroids plus BUFFERIN’ 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. “A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.’”* 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BUuFFERIN, the salicylate proved to be better tolerated 
by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- ° 
restricted diet necessary. 

Each BuFFErin tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 
1. J.A.M.A. 159:645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 
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For Your Elderly Patients... 


A central nervous stimulant for the improvement of the 
mental outlook and behavior of the senile and aged. 


DESCRIPTION Improved Behavior 70% 
Each tablet or 5 ce elixir of 
GERAZOL contains: Improved aN 
100 mg. Pentylenetetrazol 
50 mg. Nicotinic Acid Sociability 
ACTION 92% 
A potent central nervous stimulant a he 
acting on the respiratory and vaso- (¢ — \ ( | S 
motor centers. Its therapeutic effect 


is achieved by selective action on 
the upper motor neuron at its 
synapse, facilitating transmission of 
the nerve impulse. It is also a vasodi- 
lator to the cerebral vessels, which 
acts to overcome cerebral anoxia. 


Improved Neatness 
and Appearance 


41% 


Gerazol has no effect on blood pres- 

sure and does no damage to the I d 

organ systems, It is virtually non- mprove 

toxic in recommended dosage. Self Care 
DOSAGE: 48% 

One tablet or one teaspoonful 3 

times daily. May be doubled in 

severe cases. 

IMPROVED MENTAL ALERTNESS......... 38% 

SUPPLIED: IMPROVED MEMORY 31% 

GERAZOL Tablets: Bottles of 100 Reference: 

GERAZOL Elixir: in pints Levy, S., J.A.M.A., 12-5.53 


Prescribe Gerazol-Morton through your favorite pharmacy or order direct. 
(Tablets (100s) $3.00; Elixir (pints) $4.00) 


LES ORTON 
=> 


1625-39 N. HIGHLAND ST., MEMPHIS 8, TENNESSEE 
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Nulacin 


A recent clinical study* of 46 ambulatory nonhos- 
pital patients treated with Nulacin{ and followed 
up to 15 months describes the value of ambulatory 
continuous drip therapy by this method. Total 
relief of symptoms was afforded to 44 of 46 patients 
with duodenal ulcer, gastric ulcer and hyper- 
trophic gastritis. 

The delicately flavored tablets dissolve slowly in 
the mouth (not to be chewed or swallowed). They 
are not noticeable and do not interfere with speech. 

Nulacin tablets are supplied in tubes of 25 at 
all pharmacies. Physicians are invited to send for 
reprints and clinical sample. 


Youmal A.O.A. 
March, 1956 


WITHOUT HOSPITALIZATION 
..-AND GOOD TASTING, TOO! 


HORLICKS 
CORPORATION 
Pharmaceutical Division 
RACINE, WISCONSIN 


*Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, Am. J. Digest. Dis. 22:67 (Mar.) 1955. 

Mg trisilicate 3.5 gr.; Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; Mg 
carbonate 0.5 gr. 


important new book! 


SURGICAL DIAGNOSIS 


By Philip Thorek, M.D., F.A.C.S., F.L.C.S. 
With Drawings by Carl T. Linden 


In this handsome new volume are presented the critical 
landmarks in the diagnosis of conditions requiring 
surgical treatment .. . 


Dr. Thorek’s investigative approach to a medical prob- 
lem (1. A well-taken history. 2. A careful evaluation 
of the present symptom complex. 3. A properly con- 
ducted physical examination. 4. Consideration of perti- 
nent laboratory data.) has served him well for twenty- 
five years. This quarter century of experience is put 
at your disposal in Surgical Diagnosis. 

Organized on a regional basis, the text covers the entire 


body from Head (Chapter 1) to Inferior Extremity: 
Varicose Veins (Chapter 15). In all cases material is 


J. B. LIPPINCOTT COMPANY, 


Two other great books 
by PHILIP THOREK: 


presented in the most practical and concise form com- 
patible with an explicit and comprehensive coverage of 
all points to be considered. 

Carl T. Linden’s many beautiful drawings, which op- 
pose those portions of the text to which they relate, 
provide extraordinary visualizations of the major 
points under consideration. 


THE EQUIVALENT OF A POSTGRADUATE 
COURSE IN SURGICAL DIAGNOSIS! 


292 Text Pages 291 Illustrations 
Prepublication Price: $12.00 


EAST WASHINGTON SQUARE 
PHILADELPHIA 5, PA. 
In Canada: Medical Arts Building, Montreal 


Please enter my order and send me: 
Surgical Diagnosis 
C) A 


natomy In Surgery 
C) Diseases of the Es phag 
(1 CHARGE (1 CONVENIENT MONTHLY PAYMENTS 
(1 CHECK ENCLOSED 


BOOKS 


Make Practice 
More Perfect 


Anatomy In Surgery and 
Diseases of the Esophagus. 
DO YOU HAVE THEM? 


PHILADELPHIA. 
MONTREAL 


JAOA-3-56 
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wor 4 
calcium from veal bone ash and calcium 


lactate plus all the important vitamins. 


Dose: | to 3 tablets daily. 
Bottles of 100 tablets. 


Microfilm X-Rays, Records, Charts, etc. 


ONLY Micro X-Ray Recorder 
Offers These Advantages 


Two lens—give full 151/"x 
182" or 10" x 12” coverage 
with diagnostic detail and 
density. Special panel 
switch — lightens darkened 
or overexposed films. 1100 
to 4400 X-Ray films per 
roll — saves you time and 
money. Use of 5 films— 
lets you use special films to © 


AT THE LOWEST PRICE 
OF ALL 
Only $1295.00 


suit your needs of sensi- 
tivity or economy. 


The Micro X-Ray Recorder will pay for 
itself in space and filing cabinets saved 
For details WRITE FOR FREE LITERATURE 


MICRO X-RAY RECORDER, INC. 


3755 W. LAWRENCE AVENUE © CHICAGO 25, ILLINOIS 


PRESCRIPTION SERVICE 


FOR 


ALLERGIC DISEASES 


ALLERGENIC EXTRACTS, DIAGNOSTIC 
AND THERAPEUTIC 


Devoted exclusively to the manufacture of 
pollen, fungus, epidermal, food, dust, and 
miscellaneous allergenic extracts for the 
diagnosis and treatment of allergic con- 


ditions. 


A pollen check list for your state and other 
literature sent on request. 


U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


1111 N. Lee Avenue 


Pasteur Medical Building 


Oklahoma City I, Oklahoma 


OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has helped three gen- 
erations of physicians open their offices. Whether you 
plan to begin practice or re-equip an existing office, 
we can serve you. (1) A National Institution: We have 
13 shipping points throughout the nation and more than 
200 representatives. (2) Equipment Check Lists. Cover 
the cost of everything required to outfit your office, from 
hypodermic needles to X-ray machines. (3) Planning 
Service. Suggested room layouts scaled to size. (4) Tai- 
lored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
(5) Location Service. Aloe representatives know of 
many attractive locations for beginning practice. 


Write or see your local representative for details. 


A. 8S. Aloe Company AND SUBSIDIARIES 
1831 Olive St. ¢ St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO’ SEATTLE 
MINNEAPOLIS KANSAS CITY DALLAS 
NEW ORLEANS ATLANTA WASHINGTON, D. C. 
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The untreated lesions of psoriasis undergo pro- 
gressive evolution through the stages of tiny discrete 
papules, erythema, scaliness, peripheral outgrowth, in- 
filtration and elevation, and finally coalescence of 
smaller plaques to make large configurations (Ormsby 
and Montgomery*). 


Before Use of Riasol 


When psoriasis is treated with RIASOL, the stages 
are reversed and the lesions undergo progressive in- 
volution. Infiltration and elevation are reduced, the 
outlines of the lesions gradually recede, scaliness dis- 
appears, and the final stage consists of slowly fading 
reddish spots. 


With continued applications of RIASOL, all vis- 
ible vestiges of psoriasis finally vanish. Such remissions 
of the disease may last for many months or even years. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages required, After one week, adjust to patient’s 
progress. 


RIASOL is supplied in 4 and 8 fld. oz. bottles at 


pharmacies or direct. 


*Ormsby, O.S. and Montgomery, H., 
Diseases of the Skin, 8th ed., 1954. 


After tee of Riasol 


Test RIASOL Yourself 


May we send you professional literaiure and generous 
clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-3-56 12850 Mansfield Avenue — Detroit 27, Michigan 
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Each SUR-BEX with C 
tablet contains: 


Thiamine Mononitrate 
Riboflavin 


Pyridoxine Hydrochloride 


Vitamin By 
(as cobalamin concentrate) 


Calcium Pantothenate 

Ascorbic Acid 

Liver Fraction 2, N. F......... 300 mg. (5 grs.) 
Brewer's Yeast, Dried 150 mg. (2% grs.) 


As a dietary supplement: 1 or 2 tablets daily. 
For stress, or postoperative convalescence: 


2 or more tablets daily. 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Sixtieth Annual Convention, Hotel 
Statler, New York City, July 16-20. 
Program Chairman, Myron C. Beal, 
17 Vick Park A., Rochester 7, N. Y. 


Academy of Applied Osteopathy, annual 
meeting, Hotel Statler, New York 
City, July 20-21. Program Chairman, 
Margaret H. Raffa, 5009 Central Ave., 
Tampa 3, Fla. Secretary, Margaret W. 
Barnes, Box 1345, Carmel, Calif. 

American College of Osteopathic Intern- 
ists, annual meeting, Muehlebach Ho- 
tel, Kansas City, Mo., October 4-6. 
Program Chairman, Richard DeNise, 
720-22 Sixth Ave., Des Moines 9, Iowa. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. 

American College of Osteopathic Sur- 
geons, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
ber 1. Secretary, Orel F. Martin, Box 
474, Coral Gables 34, Fla. 

American Osteopathic Academy of Or- 
thopedics, annual meeting, Sheraton- 
Cadillac Hotel, Detroit, October 28- 
November 1. Secretary, J. Paul Leon- 
ard, 2673 W. Grand Blvd., Detroit 8. 

American Osteopathic College of Anes- 
thesiologists, annual meeting, Sheraton- 
Cadillac Hotel, Detroit, October 28- 
November 1. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 

American Osteopathic College of Oph- 
thalmology and Otorhinolaryngology, 
annual meeting, Hotel Statler, Cleve- 
land, July 25-27. Program Chairman, 
H. I. Stein, 3025 W. Diamond St., 
Philadelphia 21. Executive Secretary, 
Clifford C. Foster, 1388 Gladys Ave., 
Lakewood 7, Ohio. 

American Osteopathic College of Physi- 
cal Medicine and Rehabilitation, an- 
nual meeting, Hotel Statler, New York 
City, July 15. Secretary, John A. 
Schuck, 1721 Griffin Ave., Los Angeles 
St. 

American Osteopathic College of Proc- 
tology, annual meeting, Hotel Statler, 
Dallas, Tex., March 27. Secretary, 
John W. Orman, 1623 E. 15th St., Tul- 
sa 14, Okla. 

American Osteopathic College of Radi- 
ology, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
ber 1. Program Chairman, George B. 
Hylander, West Side Osteopathic Hos- 
pital, 1253 West Market St., York, Pa. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 118 S. 
William St., South Bend 2, Ind. 

American Osteopathic Hospital Associa- 
tion, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit, October 28-Novem- 
her 1. Program Chairman, Mr. Philip 
Rosenthal, Metropolitan Hospital, Phil- 
adelphia. Secretary, Mrs. Byron Ax- 
tell, Princeton, Mo. 

American Osteopathic Society of Proc- 
tology, annual meeting, Hotel Statler, 
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High concentration 


Topical Salicylate Therapy 


for safer, more effective 
relief of rheumatic pain 


@ Topical salicylate therapy is being 
rediscovered as perhaps the safest, most 
effective remedy for aching joints and 
muscles, 

Increased percutaneous absorption of 
salicylate, with enhanced blood flow 
through the affected tissue is provided 
by BAUME BENGUE, offering up to 2.5 
times more methyl salicylate (19.7% ) 
and menthol (14.4% ) than other topi- 
cal salicylate preparations. In arthritis, 
myositis, bursitis and arthralgia, BAUME 
BENGUE induces deep, active hyperemia 
and local analgesia. 


Lange and Weiner suggest the term 
“hyperkinemics” to describe prepara- 
tions such as BAUME BENGUE which 
produce blood flow through a tissue 
area. They point out that hyperkinemic 
effect, as measured by thermoneedles, 
may extend to a depth of 2.5 cm. below 
the surface of the skin.(J. Invest. Der- 
mat. /2:263, May, 1949.) 

Two strengths: regular and children’s. 


Tuos, LEEMING & Co., INC. 
155 E. 44th Street, New York 17, N. Y. 


Menthol-induced hyperemia plus high local concentration of 
salicylate has been rediscovered as one of the most promptly 
effective remedies for rheumatoid discomfort due to exposure. 


High concentration topical salicylate-mentho! therapy (BAUME BENGUE) offers 
safe, penetrating relief of painful joints and muscles caused by overexertion. 


Dallas, Tex., March 28-30. Program 
Chairman, E. R. Horton, Jr., 214 E. 
DeWald St., Fort Wayne 5, Ind. Sec- 
retary, Carl S. Stillman, Jr., 3523 Fifth 
Ave., San Diego 3, Calif. 

Arizona, annual meeting, Arizona Inn, 
Tucson, April 27-29. Program Chair- 
man, J. B. Carson, 2813 S. Sixth Ave., 
Tucson. Secretary, Homer E. Alls- 
house, 2243 N. 12th St., Phoenix 22. 

California, annual meeting, Hotel del 
Coronado, Coronado, May 2-6. Pro- 
gram Chairman, Milton Futterman, 
2028 E. First St, Los Angeles 22. 
Executive Secretary, Mr. Thomas C. 
Schumacher, 1298 Wilshire Blvd., Los 
Angeles. 

Colorado, annual meeting, Denver, May 
5. Program Chairman, A. E. Nichols, 


1332 Del Mar Parkway, Denver 8. Sec- 
retary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 

Eastern Osteopathic Association, annual 
meeting, Hotel Statler, New York 
City, March 24-25, Program Chairman, 
Chester D. Losee, 212 Prospect St., 
Westfield, N. J. Secretary, Frank B. 
Tompkins, Baltimore Life Bldg., Balti- 
more 1. 

Florida, annual meeting, Fort Harrison 
Hotel, Clearwater, May 17-19. Pro- 
gram Chairman, Paul E. Wilson, 802 
E. Ocklawaha Ave., Ocala. Secretary, 
Dominic Raffa, 5009 Central Ave., 
Tampa 3. 

Georgia, annual meeting, General Ogle- 
thorpe Hotel, Savannah, April 26-28. 
Program Chairman, Wade Holloway, 
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for Brighter illumination over 
a larger area... 


National's completely new BRITE-SPOT headlight 
has the much desired lightness in weight, comfort, con- 
venience and flexibility- whether used for thru-beam, 
oblique or direct lighting. 


More light... 1% x (160, predecessor) 

Bigger spot ...2'% x (160,, predecessor) 

safe operation 

Flexibility. 

Beam adjusts to converge or diverge 

Convenience without bulkiness or heat 
discomfort 

© Hygienic, contoured, semi-flexible, ivorine, 

headbarid 
* Trouble-free fixed voltage transformer 


© Nominal Price 


Ask your. surgical dealer to show you this new, 
improved, physicians’ BRITE-SPOT HEADLIGHT. 


NATIONAL ELECTRIC INSTRUMENT CO., INC. 
ELMHURST 73, NEW YORK 


FNCELHARO (NOUSTRIES ) 


509 Upchurch Bldg., Thomasville. Sec- Wolf, 809-13 Odd Fellows Bldg., In- 
retary, Walter B. Elliott, Jr., 702 dianapolis 4. 
Mortgage Guarantee Bldg., Atlanta 3. Iowa, annual meeting, Hotel Savery, Des 
Idaho, annual meeting, Owyhee Hotel, Moines, May 20-22. Program Chair- 
Boise, May 18-20. Program Chairman, man, Clive R. Ayers, Grant. Secretary, 
L. J. Anderson, 308 Eastman Bldg., Mr. Herman A. Walter, 200 Walnut 
Boise. Secretary, Emery J. Miller, 124- Bldg., Des Moines 9. 
28 Caldwell Blvd., Nampa. Kansas, annual meeting, Baker Hotel, 
Illinois, annual meeting, Palmer House, Hutchinson, May 12-16. Program 
Chicago, April 27-29. Executive Sec- Chairman, B. L. Darling, Osteopathic 
retary, Mr. Douglas Durkin, Room Clinic, 1404 Main St., Winfield. Ex- 
521, 53 W. Jackson Blvd., Chicago 4. ecutive Secretary, Mr. Lloyd L. Hall, 
Indiana, annual meeting, Notre Dame Room 612, National Bank of Topeka 
University and Morris Inn, South Bldg., Topeka. 
Bend, May 14-16. Program Chairman, Kentucky, annual meeting, Brown Hotel, 
A. F. Kull, South Bend Osteopathic Louisville, October 10-11. Program 
Hospital, 118 S. William St., South Chairman, Charles R. Conley, 300 
Bend 2. Secretary, Arabelle Baker Main St., Greenup. Secretary, Martha 
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Garnett, 2829 Brownsboro Road, Louis- 

ville 6. 

Maine, annual meeting, Samoset Hotel, 
Rockland, June 14-16. Professional Ed- 
ucation Chairman, Richard Wallace, 
Hollis Center. Midyear meeting, Elm- 
wood Hotel, Waterville, December 7- 
8. Secretary, Roswell P. Bates, 72 
Main St., Orono. 

Michigan, annual meeting, Pantlind Ho- 
tel, Grand Rapids, October 1-3. Pro- 
gram Chairman, George E. Himes, 
Flint Osteopathic Hospital, 416 W. 
Fourth Ave., Flint 4. Executive Sec- 
retary, Mr. Harve Lamont Smith, 81 
Glendale, Highland Park 3. 

Minnesota, annual meeting, Minneapolis, 
May 3-5. Program Chairman, Con- 
stance Idtse, 47 S. Ninth St., Minne- 
apolis 2. Secretary, E. R. Komarek, 301 
Granite Exchange Bldg., St. Cloud. 

Missouri, annual meeting, Hotel Jeffer- 
son, St. Louis, October 9-11. Program 
Chairman, R. A. Michael, 209 Monroe 
St., Jefferson City. Executive Secre- 
tary, Mr. Paul D. Adams, 325 E. Mc- 
Carty St., Jefferson City. 

National Osteopathic Child’s Health Con- 
ference and Clinic, Municipal Audito- 
rium, Kansas City, Mo., April 9-11. 
Program Chairman, Robert R. Ton- 
kens, 5910 Prospect Ave., Kansas City, 
Mo. Secretary, Luther W. Swift, 2105 
Independence Ave., Kansas City 24, 
Mo. 

New Jersey, annual meeting, Berkeley- 
Carteret Hotel, Asbury Park, March 
10-11. Program Cochairmen, George 
W. Northup, 104 S. Livingston Ave., 
Livingston, and Harry A. Sweeney, 25 
S. Illinois Ave., Atlantic City. Execu- 
tive Secretary, Mr. I. J. Tecker, 21 
Hancock St., Riverside. 

New Mexico, annual meeting, Hilton Ho- 
tel, Albuquerque, April 19-21. Pro- 
gram Chairman, H. D. Thomas, 3200 
E. Silver Ave., Albuquerque. Secre- 
tary, Robert E. Smith, 205 N. First, 
Lovington. 

New York, annual meeting, Hotel Utica, 
Utica, October 12-13. Program Chair- 
man, Allen S. Prescott, 800 Keith 
Bldg., Syracuse 2. Acting Secretary, 
Hewett W. Strever, 225 Titus Ave., 
Rochester 17. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 25-27. 
Program Chairman and Secretary, S. 
Dales Foster, 710 Public Service Bldg., 
Asheville. 

North Dakota, annual meeting, Gardner 
Hotel, Fargo, May 2-3. Program 
Chairman, Frank B. Bayer, 510 Black 
Bidg., Fargo. Secretary, Georgianna 
Pfeiffer, 110%4 Broadway, Fargo. 

Northwest Osteopathic Convention, Chi- 
nook Hotel, Yakima, Wash., June 
25-27. Program Chairman, Wilbert B 
Saunders, 4730 University Way, Seat- 
tle 5. 

Ohio, annual meeting, Neil House, Co- 
lumbus, May 7-9. Program Chairman, 
George O. Hoover, 91 S. Main St., 
Oberlin. Executive Secretary, Mr. Wil- 
liam S. Konold, 50 E. Broad St., Co- 
lumbus 15. 

Oklahoma, annual meeting, Biltmore Ho- 

tel, Oklahoma City, November 7-9. 
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Program Chairman, Melvin A. Kiesel, 
Hinton Community Hospital, Hinton. 
Executive Secretary, Mr. Walter L. 
Gray, 210-12 Braniff Bldg., Oklahoma 
City. 

Ontario, annual meeting, Royal Hotel, 
Guelph, May 3-5. Secretary, A. V. De- 
Jardine, 205 Yonge St., Toronto 1. 

Oregon: See Northwest Osteopathic Con- 
vention. 

South Dakota, annual meeting, Cataract 
Hotel, Sioux Falls, June 10-12. Pro- 
gram Chairman, L. H. Shoraga, Al- 
cester. Secretary, Earl W. Hewlett, 
417 W. 27th St., Sioux Falls. 

Tennessee, annual meeting, New South- 
ern Hotel, Jackson, April 22-25. Pro- 
gram Chairman, J. A. Moore, 407 
Tucker St., Dyersburg. Secretary, J. 
M. Moore, Jr., 200 High St., Trenton. 

Texas, annual meeting, Baker Hotel, 
Dallas, April 22-28. Program Chair- 
man, Robert J. Brune, 1819 S. Brown- 
lee, Corpus Christi. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., 
Fort Worth 7. 

Utah, annual meeting, Ambassador Ath- 
letic Club, Salt Lake City, June 23. 
Program Chairman, Wilford G. Hale, 
506 West 2nd South, Logan. Secre- 
tary, Alice E. Houghton, 600 Zion’s 
Savings Bank Bldg., Salt Lake City 11. 

Virginia, annual meeting, The Lodge, 
Williamsburg, May 25-26. Program 
Chairman, Vincent H. Ober, 407-11 
Bankers Trust Bldg., Norfolk 10. Sec- 
retary, John A. Cifala, 2778 N. Wash- 
ington Blvd., Arlington. 

Washington: See Northwest Osteopathic 
Convention. 

West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 2-5. 
Program Chairman, Walter B. Goff, 
429 16th St., Dunbar. Secretary, 
Guy E. Morris, 542 Empire Bank 
Bldg., Clarksburg. 

Western States Osteopathic Society of 
Proctology, annual meeting, Mayo Ho- 
tel, Tulsa, Okla., October 8-10. Pro- 
gram Chairman, Glenn Miller, 2100 N. 
Robinson St., Oklahoma City 3. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2. 

Wisconsin, annual meeting, Hotel Wis- 
consin, Milwaukee, April 23-25. Pro- 
gram Chairman, R. D. Walling, 709 
Oak St., Baraboo. Secretary, Edwin 
J. Elton, 1518 N. 70th St., Wauwatosa 
13 


State and National Boards 


ARIZONA 


Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 
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at least 5% years!... 


a crisis 


more than 
42,000,000 doses of 
ACTH have been given 


ne Armour Laboratories brand of 


on 


Unsurpassed in safety and efficacy 


In a series of patients treated continuously with Armour ACTH for 


e Each responded with a maintained increase in 
cortical function 


e Major and minor surgical and obstetrical proce- 
dures caused no incidents 


e Sudden discontinuance of ACTH did not provoke 


.and HP*ACTHAR Gel should be used 
routinely to minimize adrenal suppression and 
atrophy in patients treated with prednisone, 
prednisolone, hydrocortisone and cortisone. 


A. 


HP AC T HA R Gl is the most widely used ACTH preparation 


*Highly purified 
1. Wolfson, W. Q.: Mississippi Valley M. J. 77: 66, 1955. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 


Basic science examinations June 19 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
the examination. Address Herbert D. 
Rhodes, Ph.D., secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 


Professional examinations in June at 
Denver. Applications must be filed 30 
days prior to examination. Address Mrs. 
Beulah H. Hudgens, executive secretary, 
Board of Medical Examiners, 831 Re- 
public Bldg., Denver 2. 

Basic science examinations May 2-3 at 
the Y.M.C.A. Bldg., E. 16th Ave. and 
Lincoln St., Denver. Applications must 
be filed by April 18. Address Esther B. 


Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


CONNECTICUT 

Henry Moskowitz, Stamford, has been 
appointed to the Osteopathic Examining 
Board for a term of-5 years. He re- 
places N. M. Hotchkiss. 

Basic science examinations June 9 in 
Room 23, Lampson Hall, Yale Univer- 
sity, New Haven. Applications must be 
filed 2 weeks prior to examination. Ad- 
dress Miss M. G. Reynolds, executive as- 
sistant, Board of Healing Arts, 52 Whit- 
ney Ave., New Haven 10. 


DISTRICT OF COLUMBIA 
Professional examinations May 14-15 
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The victim thinks his head’s in kinks, 
Or, from the inner clamor, 

Some hidden sprite with all his might | 
Is banging with a hammer. 


*Verse by 
RICHARD ARMOUR 
Illustrations by 
Leo HERSHFIELD 


He seems to feel that rods of steel 


Are thrusting through his cranium. 


In state so vile, he couldn’t smile 
To hear he’d struck uranium. 


Poor soul is he who hopelessly 
Is sick as hell with migraine 


(And pity, too, this person who 


Must not have heard of Wigraine.) 


WIGRAINE® 


A fast-acting, complete treatment for the migraine attack, Wigraine tablets 
each contain 1.0 mg. ergotamine tartrate and 100.0 mg. caffeine to abort head 
pain; 0.1 mg. belladonna alkaloids to alleviate nausea and vomiting; and 130.0 
mg. acetophenetidin to relieve residual occipital muscle pain. The tablets 
disintegrate in seconds, and are available foil-stripped in boxes of 20. 


Organon INC. 


There is an awful, quite unlawful, 
Violent and dread ache 
That should have fame and Latin name 


And yet is called “a headache.” 
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BLISS * 


e ORANGE, N. J. 


at 1740 Massachusetts Ave., N.W., Wash- 
ington. Address Mr. Paul Foley, Deputy 
Director, Department of Occupations and 
Professions, 1740 Massachusetts Ave., 
N.W., Washington 6. 

Basic science examinations April 23-24 
at 1740 Massachusetts Ave. N.W., 
Washington. Applications must be filed 
by April 1. Address Mr. Foley. 


FLORIDA 


Professional examinations in June. Ad- 
dress W. S. Horn, D.O., secretary, Board 
of Osteopathic Medical Examiners, 1500 
Eighth Ave., Palmetto. 

Basic science examinations June 9 at 
Miami. Applications must be filed by 
May 14. Address M. W. Emmel, D.V.M., 
secretary, Board of Examiners in the 


Basic Sciences, P.O. Box 340, Gaines- 
ville. 
IDAHO 


Examinations June 14 at Boise. Ad- 
dress Miss Margaret Gilbert, Director, 
Occupational License Bureau, Depart- 
ment of Law Enforcement, State House, 
Boise. 

ILLINOIS 


Examinations April 3-5 in Chicago. 
Address Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 

IOWA 


Basic science examinations April 10 at 
the Capitol Bldg., Des Moines. Address 
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. Ben H. Peterson, Ph.D., secretary, Board 


of Basic Science Examiners, Coe College, 
Cedar Rapids. 
KANSAS 


Examinations in June at Topeka. Ad- 
dress Forrest H. Kendall, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, 420% Pennsylvania 
Ave., Holton. 

LOUISIANA 

Officers of the Board of Osteopathy 
are: M. R. Higgins, Lafayette, president ; 
Carl E. Warden, Lake Charles, secre- 
tary; and Walter T. Colquitt, Shreve- 
port, treasurer. 

MAINE 

Examinations June 12-13 at Augusta. 
Address George Frederick Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and_ Registration, Monument 
Square, Dover-Foxcroft. 


MARYLAND 


Examinations in June. Address Chris- 
topher L. Ginn., D.O., secretary, Board 


of Osteopathic Examiners, 419 No. 
Charles St., Baltimore 1. 
MICHIGAN 


Basic science examinations May 14-15 
at Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Ex- 
aminers in the Basic Sciences, 116 Mason 
Bldg., Lansing. 


MINNESOTA 


Basic science examinations June 5-6 at 
the University of Minnesota, Minneapo- 
lis. Applications must be filed by May 
10. Address Raymond N. Bieter, M.D., 
secretary, Board of Examiners in the 
Basic Sciences, 105 Millard Hall, Univer- 
sity of Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations in June. Address R. N. 
Whitfield, M.D., assistant secretary, 
Board of Health, Jackson. 
NEBRASKA 


Basic science examinations May 1-2. 
Address Mr. Husted K. Watson, Direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 

NEVADA 

Basic science examinations April 3. 
Address Donald G. Cooney, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 

NEW MEXICO 


Basic science examinations April 15. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 

NEW YORK 

Examinations in June. Address Jolin 

W. Paige, M.D., chief, Bureau of Pro- 


fessional Examinations and Registrations, 
23 S. Pearl St., Albany. 
OHIO 
Examinations in June at Columbus. 
Address H. M. Platter, M.D., secretary, 
Medical Board, 21 W. Broad St., Colum- 
bus 15. 


| 
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OKLAHOMA 


Basic science examinations March 30- 
31 at the University of Oklahoma School 
of Medicine, Oklahoma City. Applica- 
tions must be filed 10 days prior to ex- 
amination. Address Secretary of State, 
State Capitol Bldg., Oklahoma City. 


RHODE ISLAND 


Professional examinations April 5-6. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 


Basic science examinations May 16 in 
Room 366, State Office Bldg., Providence. 
Address Mr. Casey. 


Jeremiah F. Crowley, Pawtucket, has 
been reappointed to the Board of Ex- 
aminers in Osteopathy for a term expir- 
ing in June, 1958. 


SOUTH DAKOTA 


Basic science examinations the first 
week in June. Address Gregg M. Evans, 
Ph.D., secretary, Basic Science Board, 
310 E. 15th St., Yankton. 


TENNESSEE 


Examinations in February and July at 
Nashville. Applications must be filed 15 
days prior to examination. Address M. 
E. Coy, D.O., secretary, Board of Ex- 
amination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 


son. 


TEXAS 


Examinations June 18-20 at the Texas 
Hotel, Fort Worth. Applications for 
reciprocity must be filed 30 days prior, 
and applications for examinations must 
be filed 10 days prior to examination. Ad- 
dress M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 


WISCONSIN 

Basic science examinations April 7 at 
the Assembly Chamber, State Capitol, 
Madison. Applications must be filed by 
March 30. Address Mr. William H. 
Barber, secretary, Board of Examiners 
in the Basic Sciences, 621 Ransom St., 
Ripon. 


WYOMING 

Examinations June 4 at Cheyenne. Ad- 
dress Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, New 
State Office Bldg., Cheyenne. 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


April 1—Montana, $2.00 for those in 
active practice; $1.00 for those inactive. 
Address Asa Willard, D.O., secretary, 
Board of Osteopathic Examiners, Wilma 
Bldg., Missoula. 


$2.50. Address 


1—Wyoming, 


April 
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nonsensitizing ... 


SH 


rapid acting... deeply penetrating... 
topical anesthesia me 


® Xylocaine Ointment (a new form of the 
widely accepted Xylocaine) is an unusually 
effective topical anesthetic free of irritating, 


4 


sensitizing or toxic reactions. 


XY LOCAINE’ OINTMENT asra 
{Brend of lideccine*) 
Xylocaine Ointment is now made available at the reques? 


of many physicians, surgeons, and 
who routinely use Xylocaine HCi 


Worcester 6, Mass., U.S.A. 


© Controls pain, itching and burning 
sensations. May also be applied 
to prevent pain or discomfort during 
examination and instrumentation. 


® Available in a nonstaining, water 

soluble vehicle as 2.5% and 5% i 
Xylocaine base in collapsible tubes (5% 

also available in wide-mouth jars) each ee 
containing 35 grams (approx, 1.25 ounces). 


Franklin D. Yoder, M.D., secretary, 
Board of Medical Examiners, New State 
Office Bldg., Cheyenne. 


May 1—Iowa, $1.00. Address Mr. Her- 
man W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 


May 1—Washington, $2.00. Address 
Mr. Edward C. Dohm, secretary, Pro- 
fessional Division, Department of Li- 
censes, Olympia. 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for nonresidents. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 48. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology; ~ 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 
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to NORMALIZE, use 


It is important, when inducing normal bowel func- 
tion, to supply a non-irriating bulk to the colon, 
especially in those cases in which it has been neces- 
sary to eliminate from the diet the high roughage 
foods containing irritating bulk (lignin and cellu- 
lose). 


It has been shown’ that the colon resumes a more 
normal peristaltic pattern* when it is supplied with 
a stool of medium soft consistency of sufficient bulk’, 
especially if the indigestible portion of that bulk 
consists primarily of hemicellulose’. 


KONSYL is a vegetable concentrate of naturally 
occurring hemicelluloses. It is derived from blond 
psyllium seed and provides just the moist, smooth, 
effective bulk so essential to normal peristalsis. Its 
use has been shown to materially hasten the rate of 
improvement in patients with the irritable colon 
syndrome’*. KONSYL contains 100% bulk producing 
material, 


Furthermore, Konsyl is available in 6-ounce and 12- 
ounce containers at significantly lower-cost-to-patient 
prices. That’s why we say 


to NORMALIZE, use 


1. Dolkhart, R. E., Dentler, M. & Barrow, L. L., Ill. M. J. 
90:286, 1946 

2. Adler, H. F., Atkinson, A. J., & Ivy, A. C., Am. J. Digest. Dis., 
8:197, 1941 

3, Wozasek, D., & Steigman, F., Am. J. Digest. Dis., 9:423, 1942 

4. Williams, R. D., & Olmsted, W. H., Ann. Int. Med., 10:717, 


1936 
5. Lieberthal, M. M., Conn. State M. J., 19:86, 1955 


FORMULA: KONSYL CONTAINS 100% PLATAGO OVATA 


COATING 


Made ty BURTON, PARSONS & COMPANY Gime sas 
Onginalars of Bine Collaicl 
WASHINGTON 9, D.C. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; ob- 
stetrics and gynecology; pediatrics; neu- 
rology and psychiatry; public health, in- 
cluding hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 


nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the above-named colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
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ship approved by the American Ostev- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


PUBLIC HEALTH RESEARCH 
IN CHRONIC DISEASE* 


By John E. Dunn, Jr., M.D.+ 


The changing nature of the health 
problems that burden our society is be- 
coming increasingly apparent. The severe 
outbreaks and epidemics of the infectious 
and communicable diseases are giving 
way to the endemicity of chronic dis- 
ease. 

“Chronic disease” as a generic term 
usually conjures up such entities and 
groups of diseases as heart disease, can- 
cer, mental diseases, and diabetes. Ac- 
tually, the connotation is broader than 
the mere disease label. There is the add- 
ed implication of insidious progression, 
slow and incomplete recovery, disability, 
necessity for adaptation on the part of 
the affected individual, and the host of 
services—medical, nursing, social, eco- 
nomic, housekeeping, rehabilitation—in- 
volved in the struggle between an indi- 
vidual and a chronic disease from which 
he is trying to recover or with which 
he is learning to live. A definition adopt- 
ed by the Conference on the Preventive 
Aspects of Chronic Disease in 1951’ 
states that “chronic disease comprises all 
impairments or deviations from normal 
which have one or more of the following 
characteristics: (a) are permanent; (b) 
leave residual disability; (c) are caused 
by nonreversible pathological alteration ; 
(d) require special training of the patient 
for rehabilitation; and (e) may be ex- 
pected to require a long period of super- 
vision, observation, or care.” Although 
one might wish to quibble with some of 
the details of this definition, it paints the 
picture of chronic disease essentially as 
seen through the eyes of the victim. The 
summation of such victims in a commu- 
nity delineates the problem of public 
health. 

A definition of chronic disease has been 
considered ; it would seem unnecessary to 


*Reprinted from Public Health Reports, Jan- 
uary, 1956. 

+Dr. Dunn is a field investigator with the 
Field Investigations and Demonstrations Branch 
of the National Cancer Institute, National In- 
stitutes of Health, Public Health Service, as- 
signed to the bureau of chronic diseases, Cali- 
fornia State Department of Public Health. This 
ed was presented at the 1955 meeting of the 

estern Branch of the American Public Health 
Association, Phoenix, Ariz. 
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define research. Here too, however, 
there are differences of opinion as to 
what should be included in the term. 
Such modifying adjectives as “applied,” 
“field,” “clinical,” “epidemiological,” and 
“administrative” are used to distinguish 
the fuzzy limits of what can be encom- 
passed by so jealously guarded a term as 
research. If we consider research as a 
quest for knowledge and view the chronic 
disease problem from the vantage point 
of public health responsibility, we are 
immediately impressed with the fragmen- 
tary nature of knowledge and the rather 
general ignorance of the whole spectrum 
of chronic diseases and their chronology 
from etiology to recovery, symbiotic 
stabilization, or death. In this discussion 
research in chronic disease is considered 
in its broadest sense and from the stand- 
point of public health responsibility. Since 
I am working in the cancer field, I will 
draw on that subject for illustrative pur- 
poses. 
AREAS OF RESEARCH 


Chronic diseases and conditions are 
problems of public health for one or 
more of the following reasons: (a) their 
relative importance as causes of death; 
(>) their responsibility for prolonged 
disability, during which time the affected 
individual is not self-sufficient, with all 
that this implies; and (c) the ability of 
the community, through organized effort, 
to meet many of the problems that are 
difficult or insoluble for the individual. 

Public health has a need of knowledge 
of the whole chronology of chronic dis- 
ease, from the characteristics, habits, and 
surroundings of individuals that give 
them a special proclivity for a certain 
disease or diseases, as, for example, cur- 
rent interest in obesity and cigarette 
smoking, to the requirements of the indi- 
vidual with stabilized disease which will 
return him to an active, useful life. The 
chronology of chronic disease for the 
purpose of this discussion can be con- 
veniently, although somewhat arbitrarily, 
divided into the following stages: (a) 
the pre-disease period, during which the 
unknown and suspected etiological fac- 
tors are operating; (b) the incipient 
stage, when the disease is recognizable 
by some clinical or laboratory means but 
is not yet symptomatic; (c) the full- 
blown symptomatic stage; (d) stabiliza- 
tion of the disease process and maximal 
recovery; and (e¢) restoration of the pa- 
tient to useful life. The first two stages 
are the most appealing to preventive 
medicine and public health and the actual 
or potential means for attacking chronic 
diseases at these stages have been desig- 
nated primary and secondary prevention, 
respectively. The third stage, of course, 
is the period for skilled medical manage- 
ment. The fourth and fifth stages are 
periods when the individual is in great- 
est need of assistance and services from 
various community resources, that may or 
may not exist, in his effort to become an 
active useful person again. 


Etiology 


It is difficult to deal with a disease 
empirically. It is understandable, then, 
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why primary interest should center on 
laboratory and clinical research to eluci- 
date the etiological and pathogenic mech- 
anisms of the chronic diseases. We have 
only to look at the tremendous increase 
in the amount of money that has been 
made available for medical research in 
recent years, much of which is directed to- 
ward study of the etiology and pathogenics 
of the chronic diseases, to realize the ur- 
gency felt for knowledge to combat the 
ever-increasing burden of disability and 
death for which these diseases are re- 
sponsible. It is estimated that in 1952 
the Nation spent an estimated $180 mil- 
lion for medical research; 42 percent 
came from government sources; 33 per- 
cent, from industry; 14 percent, from 


private philanthropy; and 11 percent, 
from hospitals and medical schools. The 
total amount is a tenfold increase over 
the expenditures for medical research of 
a decade before.? In 1952, the Public 
Health Service administered $18 million 
of grant funds to support medical re- 
search in addition to the funds for its 
own growing research program. The re- 
cent opening of the Clinical Center of 
the National Institutes of Health is a 
big step forward in furthering the re- 
search effort toward selving the problem 
of chronic disease development. 

Almost every scientific discipline of the 
biological and natural sciences is repre- 
sented somewhere on the research team 
attacking the array of morbid processes 


a 
= 
Sedative 
ies 
Me 
| 
4 
x 


a new topical anesthetic for oral administration 


XYLOCAINE® VISCOUS asm 


(Broad of lidocaine") 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
Cherry flavored .. 
® Xylocaine Viscous has proved valuable in the 

“dumping” syndrome, hiccup, pyloric spasm caused 

by peptic ulcer, stomatitis, pharyngitis, esophagitis, 

acute cardiospasm, pylorosp in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


Aint, 


. pleasant and easy to take. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 


adjusted to a < 


Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 
Average Dosage: One 


Addit: 


y with carboxymethylcellul 


d orally. 


ilable upon request 


Astra Pharmaceutical Products, 


Inc., W ter 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 


included in the chronic diseases; and re- 
search interest ranges from a study of 
the simplest biological systems to the 
response of whole organisms to experi- 
mental conditions. The volume of re- 
search findings is tremendous and is not 
easily synthesized into a total picture. 
However, there can be little doubt that 
the picture can be completed and the 
etiology and pathogenesis of the chronic 
diseases understood. From the public 
health vantage point, these research de- 
velopments are to be viewed with keen 
interest and hope that better means of 
anticipating, diagnosing, and treating the 
chronic diseases will evolve. 

Despite the momentum that chronic 
disease research is gathering, there is 


still the feeling that insufficient emphasis 
is being directed toward certain ap- 
proaches to the study of the occurrence 
of chronic disease.** This stems partly 
from a lack of personnel with discipli- 
nary training oriented to the chronic dis- 
ease problem and partly from the lack of 
research equipment and techniques hav- 
ing the precision and accuracy of those 
available to the laboratory investigator. 
I am referring to the epidemiological 
study of chronic diseases. Man is a com- 
plex animal who has evolved a complex 
and largely artificial social structure 
within which to live. Not all economic 


and technological progress is necessarily 
good for him in a biological sense. He 
eats too much, smokes toc much, drinks 
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too much, and lives under too much ten- 
sion. Evidence is accumulating to indi- 
cate that these, and other factors much 
less obvious, play a part in the occurrence 
of chronic disease. Epidemiologically 
speaking, then, the soil should not be 
neglected in preoccupation with the seed. 
Epidemiology is primarily a tool of public 
health. 

Cancer has perhaps received more a'- 
tention, meager and superficial as it has 
been, than any of the other chronic dis- 
eases regarding the characteristics and 
attributes of people that are related to 
the occurrence of the disease. Most of 
this comes under the classification of de- 
scriptive epidemiology and has perhaps 
served to raise more questions than it has 
answered. Much of what has _ been 
learned in cancer epidemiology, or ende- 
miology as some would prefer to call it, 
has had to come from existing data, such 
as mortality records, or from short-term 
retrospective studies that could be han- 
dled with limited finances. Nevertheless, 
some rather clear-cut and specific find- 
ings have come out of such investiga- 
tions, such as bladder cancer as a result 
of beta-naphthylamine exposure in the 
aniline dye industry, chromate cancer in 
the chromate industry, the direct relation- 
ship of the amount of solar radiation 
and the frequency of skin cancer, the rel- 
ative immunity of Jewish women to 
cervical cancer, and, more recently, the 
association of cigarette smoking and lung 
cancer. Other established associations 
are in need of further explanation. Can- 
cer of certain sites has been shown to 
exhibit a socioeconomic gradient. For 
example, cancer of the upper gastroin- 
testinal tract and stomach and cancer of 
the cervix show an increasing incidence 
as economic status decreases. A gradient 
in the opposite direction is shown by 
cancer of the breast and ovary. These 
findings originated from studies carried 
on in England and, later, in Denmark. 
Recently, studies to determine the exist- 
ence of such gradients in this country 
have been undertaken, one of which is 
nearing completion for San Francisco. 
The findings of these several studies 
differ in certain details but confirm the 
fact that cancer of certain sites does have 
socioeconomic gradients. 

Isolated studies concerning cancer of 
the cervix have shown association of 
this disease with a multiplicity of vari- 
ables, including the fact of marriage, age 
at marriage, childbearing, economic 
status, stability of marriage, syphilis, cir- 
cumcision of spouse, and race. Certainly, 
there is need and opportunity for un- 
raveling this multiplicity of variables, 
many of which are correlated with eaci: 
other. 

Recently, there has been a trend t 
ward use of the more expensive anil 
time-consuming, but much more satisfac- 
tory, prospective type of epidemiologic: 
approach. Perhaps this indicates a more 
general realization of the contribution 
that the methods of epidemiological study 
can make to the problems of the chronic 
diseases. The findings relative to cigaretic 
smoking and lung cancer have been cot- 
firmed by such studies in both this cour- 
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try and England.** A byproduct of con- 
siderable importance from both of these 
studies was the finding that cigarette 
smoking is also associated with coronary 
heart disease. A finding such as this 
could not, of course, come from a retro- 
spective study of lung cancer patients. A 
study is now under way in California in 
which the lung cancer risk of certain oc- 
cupations is being determined. A previous 
study of the case-control type indicated 
that certain occupations carried an in- 
creased risk of lung cancer. At the pres- 
ent time, populations of workers engaged 
in these suspect occupations are being 
assembled, and their lung cancer expe- 
rience will be determined over the next 
several years by checking all cancer 
deaths among males occurring in the 
State against these assembled populations. 

It was determined that populations of 
5,000 to 10,000 individuals would be nec- 
essary in order to have a reasonable ex- 
pectancy of lung cancer mortality during 
the study period. Data on such large 
numbers would be difficult to collect from 
industrial establishments, and mailed 
questionnaires became of necessity the 
method for collecting data. Union organi- 
zations seemed to offer the best means of 
gaining access to the occupational groups 
to be studied. The union organizations 
have proved to be very cooperative and 
the percentage of mailed questionnaires 
completed and returned has ranged be- 
tween 85 and 90 percent, a most gratify- 
ing response. It is expected that the more 
than 25,000 workers that have entered 
the study will be increased three- or 
fourfold before the study populations are 
closed. 

A few years ago a long-term study of 
heart disease was undertaken in Framing- 
ham, Mass., in which some 5,000 individ- 
uals were examined. These individuals 
will be followed over the next several 
years to determine the factors associated 
with the occurrence of heart disease. A 
study of coronary heart disease among 
London double-deck bus operators showed 
that conductors had fewer and milder 
cases of the disease than did drivers.’ It 
was hypothesized that the greater physi- 
cal activity demanded of conductors in 
their work might be responsible for 
this finding. This explanation was sup- 
ported ‘by similar differences found for 
physically active and sedentary workers 
among postal workers and civil servants. 


From these illustrations, it should be 
clear that the epidemiological method can 
make significant and worthwhile contri- 
butions to the understanding of the oc- 
currence of chronic disease. Perhaps the 
time has come for public health workers 
to take a more active part in contributing 
what can be learned from population 
studies to these problems that are des- 
tined to absorb most of our interest and 
efforts in the near future. 


Incipient Stage and Case Finding 


It is generally agreed that diseases are 
more effectively treated if they are rec- 
ognized in their early stages. This is 
particularly true for the chronic diseases 
where progressive and more or less per- 
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manent damage is a prominent feature of 
the pathological processes. In cancer con- 
trol, the whole program is based on the 
concept of early recognition and treat- 
ment since success or failure is clearly 
centered on the time when metastasis 
occurs. 

The problems connected with recogni- 
tion of the incipient stage of chronic dis- 
ease are twofold: What techniques do 
we have for their recognition? How do 
we use them effectively? These two 
questions are intimately related to each 
other. A procedure that is technically 
difficult, time consuming, and expensive 
is hardly adaptable to examining the gen- 
eral population for unsuspected disease, 
for example, conventional gastrointestinal 
series for X-ray examination of the ali- 


mentary canal for possible cancer. On 
the other hand, procedures that are tech- 
nically suitable for general application 
but lack sensitivity, specificity, or both 
will fail from lack of efficiency. An ex- 
ample would be a cancer test based on 
quantitative changes in the normal serum 
proteins that occur with this disease, or 
these diseases, as some prefer. 
Dissatisfaction with the number of 
cases of symptomatic tuberculosis that 
were coming to diagnosis in the advanced 
stages led to technological development 
of miniature X-ray films and successful 
mass application of the new technique 
to screening the general population for 
cases of minimal, asymptomatic tubercu- 
losis. Similar applications have been 
made of syphilis serology. Cancer detec- 
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tion centers were an outgrowth of this 
concept. It was natural to extend the 
concept to multiphasic screening, that is, 
combining screening procedures to look 
for a number of diseases simultaneously. 
So far, attempts to apply this method of 
identifying incipient and asymptomatic 
diseases have been sporadic and isolated. 
Reactions to these attempts have varied. 
They have been condemned as poor medi- 
cine and bad public health." However, 
multiple screening is considered to have 
a place if it can be meshed with the nor- 
mal flow of patients through medical 
channels, such as physicians’ offices, out- 
patient departments, hospitals, and indus- 
trial medical examinations.’ 

The basic question, however, seems to 
me to be whether screening procedures 


can be the means for bringing the dis- 
eases in question under medical manage- 
ment in an incipient or asymptomatic 
stage rather than in the symptomatic 
stage when diagnosis is usually made. 
This implies two things: (a) making the 
procedures available to the general pop- 
ulation, or to those segments at major 
risk from the diseases being sought, as a 
direct service and not as a tie-in or bonus 
feature of some other medical service; 
and (b) screening the population at risk 
periodically, the frequency to be deter- 
mined from knowledge of the usual pe- 
riod between the time the screening pro- 
cedure can first indicate presence of the 
disease and the time the disease will be- 
come manifest. 

One important question is, How fre- 
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quently should a screening procedure be 
repeated? Initial multiphasic screening of 
a population largely deals with preva- 
lence of undiagnosed disease. Prevalence 
is the product of incidence times dura- 
tion. If one disease has one-fifth the in- 
cidence of a second disease in a given 
population, but the former existed 5 
years on the average asymptomatically 
and the latter, 1 year, the findings in 
terms of numbers of cases of the two dis- 
eases in an initial screening will be the 
same. However, annual repetition of the 
screening would produce only one-fifth 
the number of new cases of the first dis- 
ease, whereas the second disease would 
continue to be found in the same num- 
bers. Perhaps repetitive screening for the 
first disease could effectively and eco- 
nomically be done on a 3- to 5-year 
cycle. The second disease is committed 
to annual screening. 

One means of evaluating the accom- 
plishments of multiphasic screening would 
be to compare the course of the cases of 
a disease so identified with the course of 
the same disease when first recognized 
symptomatically. Here we may be mis- 
led. Many diseases show a range of 
rates of progression. The slower-develop- 
ing and more benign forms of the dis- 
ease accumulate disproportionately among 
the undiagnosed, asymptomatic, cases of 
prevalent disease. Under these circum- 
stances the prognosis for the prevalent 
cases aS a group is more favorable than 
the prognosis for the incident cases. 

Cancer is a disease for which more is 
at stake in earlier diagnosis perhaps than 
in any other of the so-called chronic dis- 
eases. Among the diseases usually 
grouped in the chronic disease category, 
symptomatic cancer is one of the more 
acute. It is primarily a killer, having the 
dubious distinction of ranking second in 
this capacity. Cancer is not found among 
the chronic diseases listed as responsible 
for the greatest amount of disability, 
either in terms of individual cases or col- 
lectively for all cases of specific diseases. 

Since clinically recognizable cancer, 
that is, gross tumors that are obvious to 
direct or X-ray visualization, is such an 
acute disease, we have a narrow margin 
of time within which to accomplish 
asymptomatic diagnosis as a substitute 
for symptomatic diagnosis. Furthermore, 
we are forced to search for individual 
tumor masses at all the sites where they 
frequently occur because there is no 
established general patho-physiological 
change yet discovered associated with the 
development of cancer that is qualitative- 
ly or quantitatively sufficiently unique to 
serve as a general test procedure. 

The cure rate for lung cancer, which 
has increased so remarkably in recent 
decades, is negligible when the disease 
has become symptomatic. Lung tumor 
masses can be identified in chest X-ray 
films before symptoms occur. Is this an 
effective and practical screening proce- 
dure for cancer of the lung? The lung 
cancer results of the Los Angeles mass 
X-ray survey suggest that X-ray screen- 
ing can identify cases somewhere in the 
range of 9 months to a year prior to 
symptomatic diagnosis. Is this enough 
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earlier to influence prognosis? There is 
some evidence from the Los Angeles data 
that it is,” although the improvement still 
jeaves much to be desired. Is the amount 
of improvement in prognosis real or are 
the results biased by an undue proportion 
of slower-growing tumors that can be 
expected among prevalent cases, as com- 
mented on earlier? Other sources of bias 
are likely in a survey of this type, and 
the results therefore cannot be regarded 
as definite. If it is felt that periodic 
X-ray chest examinations at 6-month in- 
tervals has reali promise as a means of 
bettering the prognosis of lung cancer, it 
is worth a thorough, properly designed 
study of repetitive examinations in the 
same population. 

The best example of a more hopeful 
aspect of discovering asymptomatic can- 
cer is the use of exfoliative cytology for 
cancer of the cervix uteri. Contrary to 
what was said earlier regarding clinically 
recognizable cancer (visible gross le- 
sions), the study of cervical cancer with 
cytology, whereby microscopic lesions 
without gross abnormality can be identi- 
fied, suggests that cancer may be a very 
chronic disease, with the clinical stage as 
usually recognized being the explosive 
and lethal phase. The evidence indicates 
that there is a preinvasive stage that 
lasts for several years. Periodic search- 
ing for evidence of this lesion, which 
would seem to be almost certainly cur- 
able, may be successfully accomplished 
at 2-, 3-, or 4-year intervals. A study 


now in progress in Memphis, Tenn., * is . 


using exfoliative cytology to determine 
whether cervical cancer can be made a 
relatively nonlethal disease when the gen- 
eral population of females is periodically 
screened by this procedure. Unfortunate- 
ly, the cytological method is not well 
adapted to screening for other sites of 
cancer because of the technical difficulties 
of obtaining specimens. 

The more important questions relative 
to the substitution of asymptomatic diag- 
nosis for symptomatic diagnosis of the 
chronic diseases are: 


1. What procedures do we have that 
are technically suitable for mass applica- 
tion? 

2. How efficient are these procedures 
in terms of sensitivity and _ specificity 
when used in the asymptomatic general 
population ? 

3. What is the pattern of the specific 
diseases that are being sought in terms of 
incidence, prevalence, age, and sex selec- 
tion, and so on? 

4. How much earlier, on the average, 
can the screening procedure pick up the 
specific disease than it is usually diag- 
nosed as a result of symptoms? 

5. As a corollary to this, what is the 
cyclic frequency for most practical and 
efficient use of the screening procedure? 

6. What is the advantage in prognosis 
for cases of the disease identified by the 
screening procedure as compared to those 
progressing to symptomatic diagnosis? 

If intelligent and efficient use is to be 
made of the concept of multiple screen- 
ing, such questions as these must be an- 
swered no matter how the method is to 
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be applied. If the idea is to be effective 
in improving the total chronic disease 
picture, it must be promoted in some or- 
ganized plan in making it continuously 
available for any population group. Pub- 
lic health has traditionally taken the lead- 
ership in case-finding methods and has 
most to gain from answering questions 
such as those proposed. This knowledge 
is needed if we expect to do more than 
enumerate for demonstration purposes 
the number of unattended and undiag- 
nosed diseases and defects that are preva- 
lent in any population in which symptoms 
are the usual basis for seeking medical 
attention. 


Symptomatic Clinical Disease 


The symptomatic clinical stage is the 


stage of disease for skilled medical man- 
agement. And the emphasis here is on 
treatment. The therapeutic advances 
made and being made are spectacular and 
become matters of public knowledge al- 
most as rapidly as they appear. The anti- 
biotics have become so well established 
and are available in such variety to meet 
almost every special purpose for. com- 
bating infectious agents, that we accept 
them as part of our medical heritage. 
The sulfa drugs, which were the marvel 
of their day, have already passed into 
that heritage. Current developments in 
the manipulation of hormones to influ- 
ence the course of certain chronic dis- 
eases, using the concept of metabolic 
antagonists in cancer chemotherapy, more 
effective antihypertensive drugs, and so 


69 
> 
— 
4 
4 


79 


on, are examples of important progress 
in therapy for the chronic diseases. 

Much of the fundamental research 
that is being so extensively carried on is 
directed to an understanding of the basic 
chemical processes of metabolism in the 
normal state, in disease, and under the 
influence of therapeutic agents. Interest 
includes the cellular components identi- 
fied with metabolic functions; hormonal 
effects on cellular metabolism and tissue 
function; the in vivo fate of therapeutic 
agents in terms of chemical alteration of 
the agent, specific action in chemical and 
functional terms, storage, and excretion; 
and the chemical nature physical- 
chemical state of nutritional elements 
during blood transport, in tissue fluids, 
and body storage. The development and 
perfection of research tools such as ra- 
dioactive isotopes, electron and phase mi- 
croscopy, electrophoresis, paper chroma- 
tography, and high-speed centrifugation 
have done much to make this detailed 
and exacting research possible. Many of 
the advances in specific means of con- 
trolling infection, in understanding of the 
physiological economy of the body, and 
in improved anesthesia have made pos- 
sible the extension of surgical proce- 
dures in the cardiovascular, cancer, and 
other fields. 

Out of this extensive medical and bio- 
logical research is certain to come an un- 
derstanding of the detailed mechanism 
of many of the chronic diseases and, 
from this understanding, the develop- 
ment of many specific and potent thera- 
peutic agents will follow. 

This is a phase of chronic disease re- 
search which is not directly related to 
public health responsibility. Interest has 
been extended to an evaluation of the 
efficacy of therapy, such as the use of 
tumor registries in the cancer field. 
Therapeutic advances can have consid- 
erable effect on the community load of 
the disabled and incapacitated chronically 
ill which is a direct interest and responsi- 
bility of public health. 


The Chronically Ill Population 


The philosophy of chronic disease con- 
trol is to prevent and to mitigate the 
burden of chronic disease that is now 
prematurely disabling and incapacitating 
large numbers of our population. It has 
been estimated that 4,000,000 persons in 
the United States are continually vic- 
timized by these conditions, three-fourths 
of them under 65 years of age.” Even 
with postponement of death through con- 
trol of disease there will always be a 
need for community services for those 
reaching the incapacity of old age and 
terminal illness.” 


PUBLIC HEALTH RESPONSIBILITY 


How can public health assay its re- 
sponsibilities for the chronic diseases 
without defining the problem in terms of 
numerical size; relative importance of the 
various diseases and injuries in terms of 
incidence and prevalence; nature of the 
incapacities ; type of care being given, by 
whom, and in what degree of adequacy ; 
unmet needs and who can best provide 
them; availability of community services 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


and facilities; possibilities for rehabilita- 
tion and the availability of this service; 
and a host of other questions that require 
answering as the chronic disease prob- 
lem is dissected and analyzed? A number 
of morbidity studies are going on now— 
in New Jersey, Baltimore, and the State 
of California—to answer many of these 
questions. In other studies, such as that 
of the Community Studies, Inc., of Kan- 
sas City, Mo., the possibilities and cost of 
rehabilitating the handicapped and chron- 
ically ill are being determined. The gen- 
eralizations that can be drawn from these 
studies will be helpful in gaining insight 
and in providing guidelines for under- 
standing and planning programs to aid 
and rehabilitate the chronically ill. Each 
community, however, will have to ex- 
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amine its own problem, do the best it 
can with what it has, and attempt to dis- 
cover and rectify its weaknesses. Such 
community introspection perhaps cannot 
be graced with the designation of re- 
search, but here is where the problem 
and the solution lie for the care and re- 
hab/litation of our chronically ill. 


SUMMARY AND CONCLUSIONS 


1. The chronology of chronic disease 
is considered from the standpoint of pub- 
lic health interest and responsibility. 

2. There has been greatly increased fi- 
nancial support for research directed to- 
ward the chronic diseases in recent years, 
with major emphasis on laboratory and 
clinical research. 
method,  pri- 


3. The epidemiological 
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marily a tool of public health, has been 
relatively neglected as a research ap- 
proach to studying the chronic diseases. 

4. Case-finding methods have been in- 
adequately evaluated. A number of ques- 
tions are posed that must be answered 
before these methods can be used intelli- 
gently and with predictable results. 

5. Laboratory and clinical research will 
eventually elucidate the mechanisms of 
many of the chronic diseases. Some of 
these findings will be found adaptable for 
practical application as preventive meas- 
ures. These findings should also be 
scrutinized for adaptation as more dis- 
criminatory case finding methods. 

6. Advances in therapeutic manage- 
ment give promise of better control of 
the chronic diseases from the standpoint 


sealed capsules 
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tamperproof! 


of stopping or delaying progression be- 
fore disability and incapacity result. 

7. As of now, however, there is a siz- 
able and growing burden of chronic ill- 
ness and disability among our people 
which will always be with us in some 
degree. Public health has the responsi- 
bility of studying the problem and con- 
tributing its skills to the prevention and 
control of these diseases, and the support 
and rehabilitation of those affected. 


REFERENCES 

1. Proceedings of the Conference on the Pre- 
ventive Aspects of Chronic Disease. Spon- 
sored by the Commission on Chronic Illness. 
Raleigh, N. C., Health Publications Institute, 
Inc., 1951, p. 14. 

2. U. S. President’s Commission on the 
Health Needs of the Nation: Building Ameri- 
ca’s Health, Volume 1, Findings and Recom- 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 71 


mendations. Washington, D. C., U. S. Govern- 
ment Printing Office, 1952, p. 39. 

3. Notes and Comments. A contemporary 
opinion about cancer. The Medical Officer 93: 
56, Feb. 4, 1955. 

4. Morris, J. N.: Use of epidemiology. Brit. 
Med. J. No. 4936:395-401, Aug. 13, 1955. 

5. Hammond, E. C., and Horn, I.: The re- 
lationship between human smoking habits and 
death rates. J. A. M. A. 155:1316-1328, Aug. 
7, 1954. 

6. Doll, R., and Hill, A. B.: The mortality 
of doctors in relation to their smoking habits. 
Brit. Med. J. No. 4877:1451-1455, June 26, 
1954. 

7. Morris, J. N., Heady, J. A., Raffle, P. A. 
B., Roberts, C. G., and Parks, J. W.: Coro- 
nary heart disease and physical activity of 
work. Lancet 2:1053-1057; 1111-1120, Nov. 21, 
28, 1953. 

8. Smillie, W. G., and Hahn, R. G.: Inher- 
ent inadequacies of multiphasic screening. New 
York State J. Med. 52:2610-2611, Nov. 1, 1952. 

9. Levin, M. L., and Brightman, J.: The 
place of multiphasic screening in the chronic 
disease program. New York State J. Med. 52: 
2600-2604, Nov. 1, 1952. 

10. Guiss, L.: Mass roentgenographic screen- 
ing as a lung cancer control measure. Cancer 
8:219-236, March-April, 1955. 

11. Dunn, J. E., and Sprunt, D. H.: Uterine 
cancer case finding by vaginal cytology. Mem- 
phis and Shelby County, Tennessee. Pub. 
Health Rep. 70:341-346, April 1955. 

86-87, January 1955. 

12. Reed, L. J.: Editorial. J. Chron. Dis. 1: 
February 1955. 

13. Roberts, D. W.: The over-all picture of 
long-term illness. J. Chron. Dis. 1:149-159, 


MENTAL HEALTH FOR 
SCHOOL CHILDREN* 


Warren T. Vaughan, Jr., M.D. 


Director, Division of Mental Hygiene, 
Massachusetts Department of Mental Health, 
and Assistant Professor of Mental Health, 
Harvard University School of Public Health 

A school mental-health program must 
be concerned with the individual emo- 
tional and physical well-being of all the 
children and adults making up the school 
community. Its concern then, from an 
operational point of view, is not only 
with specific individuals but with all of 
the human relations and other practices 
which, in fact, may foster individual 
mental health. This means that practice 
of mental health is everybody’s business 
and not the prerogative of specialists in 
clinical psychiatry. In the school situa- 
tion, teachers, administrators, nurses, cus- 
todians, and school children practice 
mental health and are on the “mental- 
health team” no matter how informal the 
team may be, or how formalized it be- 
comes through the introduction of semi- 
nars, human relations classes, and so 
forth. 

In Massachusetts, the Division of Men- 
tal Hygiene, as part of a statewide pro- 
gram for mental health for school chil- 


*Reprinted from Children, November-Decem- 
ber, 1955. 
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dren, is developing area mental-health 
centers. These work closely with the 
public schools in programs of mental- 
health promotion, mental-health consulta- 
tion, and mental-health screening. The 
specific function of diagnosis and treat- 
ment is kept in the mental-health center 
to which the schools refer particular 
children and their parents. 


Public health is concerned with com- 
munities, groups of people. Therefore, 
our program includes a broad promo- 
tional program aimed at giving commu- 
nity groups general and specific knowl- 
edge about human relations and mental 
health. For this we employ health-edu- 
cation techniques including the use both 
of mass media and of small group dis- 
cussions among teachers and parents. 


The second and most important part 
of our school mental-health program is 
what we refer to as specific prevention 
of emotional disorders through the use 
of mental-health consultation. This rep- 
resents a systematic development of con- 
sultation relationships with key individ- 
uals in social systems concerned with 
growing children. These key persons are 
encouraged to call upon our mental- 
health consultants for help in dealing 
with problems of children. Crisis-orient- 
ed, the consultation is concerned first 
with the key person and his effective 
playing of his role vis-a-vis the child 
and, secondly, with the clinical appraisal 
of the child or children involved. 


The consultation work is carried on 
primarily in public-school settings with 
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the classroom teacher as the consultee, 
but services are also being developed in 
other community settings, such as courts 
and probation offices, public and private 
social agencies and public-health units. 
The consultant is concerned with children 
who are maladapted to the social en- 
vironment, who are reacting to stresses, 
and who may be further decompensated 
if relief of tension in their interpersona! 
relations is not forthcoming. Currently 
the Division has 23 psychiatrists, psy- 
chologists, and social workers serving as 
mental-health consultants on its staff, 
working out of its 15 area mental-healt) 
centers. 


EARLY DIAGNOSIS 


The third part of the school mental- 
health program involves the public-health 
concept of case finding and early diag- 
nosis. Here the consultant helps the 
school system to use its Own resources 
in association with those of the commu- 
nity to bring children in need of psy- 
chotherapy into therapy programs. The 
people involved in_ school-adjustment 
problems include the parents, the teacher, 
the school administrators, special school 
personnel—school nurse, school psycholo- 
gist, guidance counselors, visiting teach- 
ers, attendance officers—and persons rep- 
resenting outside community resources— 
the family physician, the child-guidance 
clinic, the family agency, and the like. 

Clinical experience shows that many 
children unable to cope with the demands 
of the school because of their abnormal 
ego development end up after several 
school years with seriously distorted self- 
images and inferiority feelings. Displace- 
ments of hostility, with the habitual use 
of the school setting to act out against 
authority and gratify punishment needs, 
is not an uncommon finding in children’s 
psychiatric clinics. 

In Massachusetts in 1951 the average 
age of children referred to psychiatric 
clinics was 10. Nevertheless most of 
them had had long histories of serious 
emotional disorder stemming from rup- 
tures in human relations in the family or 
treatment from pathological parents. The 
school experiences of these children had 
often served only to complicate their 
emotional difficulties. 

During the first year of operation of 
the clinical program of the Harvard 
School of Public Health field program 
in Wellesley, Mass., the average age of 
the children referred was also 10 years 
old. A mental-health consultation pro- 
gram was begun in the public-school sys- 
tem after the first year. By the third 
year the average age of the child com- 
ing into the clinic had dropped from 10 
to 6.9 years. The consultation service 
enabled the clinical service to provide 
early diagnosis and prompt treatment. 

When the Wellesley demonstratior 
project first began, teachers tended to 
call on the mental-health consultant only 
for help in dealing with seriously dis- 
turbed children. Gradually, however, as 
the teachers learned how to use the 
consultant and as the consultant learned 
more about the school system, the per- 
centage of children talked about in their 
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interviews who were in need of clinic 
care dropped to less than 20 percent. 

The mental-health consultants are most 
interested in the primary grades and 
kindergartens where children are making 
their initial adjustments to the extra- 
familial school setting, where the “un- 
finished emotional business” of early 
childhood can be most clearly seen, where 
the teacher first becomes a key figure in 
the child’s life, and where the teacher 
and the peer group can be of great help 
to the child in his emotional growth and 
development. In these early grades, the 
consultant, playing his public-health role 
as case finder, can define psychiatric 
problems early and bring them to proper 
resources for definitive study and treat- 
ment. 


COMMUNITY DIFFERENCES 


A properly developed mental-health 
program should help the school in carry- 
ing out its functions of giving children 
a good education in preparation for their 
life’s work and training them for good 
citizenship. The mental-health service 
has to be discriminating, however, when 
dealing with particular communities, since 
tvpes of organizational and mental-health 
problems differ from community to com- 
munity. 

In Massachusetts we are working with 
public-school systems in rural commu- 
nities, in industrial one-industry towns, 
in industrial diversified-industry towns, 
in large cities, and in newly developed 
suburban communities. The interests and 
expectations of each community differ in 
regard to its schools, thus posing differ- 
ent problems for each superintendent. 
Each superintendent and _ supervisor 
differs from the other in his orientation 
to “mental health.” Each school differs 
in “emotional environment,” which is 
largely determined by the personality, 
experience, and training of the principal 
of the school as well as the relationship 
between the principal and the superin- 
tendent of the school system. 

Moreover, every school system has a 
different student-health program, with 
different degrees of interest and partici- 
pation by school physicians. Some school 
systems have nurses working for the 
board of health while others have their 
school nursing under the jurisdiction of 
the school board. This makes consider- 
able difference with respect to how the 
nurse might function in specific problem 
situations. 

In some communities the teachers are 
able to enjoy important feelings of 
achievement because they are able to give 
the children satisfactions which tuey lack 
in their homes. In other comraunities 
the teachers feel, with some justification, 
that they are de-professionalized and are 
considered by the parents only one stage 
higher in social status than nursemaids 
or governesses. Some school systems 
have very active, well-developed parent- 
teacher associations; others regard such 
organizations with suspicion, refusing to 
allow them to develop. In some systems 
teacher status is based on skill and ex- 
perience, age and length of service, while 
in others it is based on the grade taught. 
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These and many other individual char- 
acteristics of school systems become im- 
portant to the school mental-health 
worker in his efforts to understand the 
socio-cultural and economic situations as 
they influence the emotional growth and 
development of children. 

OTHER PROBLEMS 

As the mental-health worker begins to 
interact with the school system, he is 
faced with many technical problems. One 
may be the manner in which he is viewed 
by individual members of the school sys- 
tem. Because he is an “outsider” and 
not an integral part of the school system, 
he automatically arouses whatever anx- 
ieties may be present in the educator, 
those arising from personal roots as well 
as those “institutional anxieties” common 


within school systems. 

The consultant learns very soon always 
to go to the principal’s office when visit- 
ing an elementary school. If this call is 
neglected, anxieties may be aroused in 
both teacher and principal. In one ele- 
mentary school where the consultation 
service was begun by visits to the princi- 
pal’s office, biweekly visits to the school 
continued for one year before the princi- 
pal felt secure enough to allow the con- 
sultant to meet with the teachers. In an- 
other school, the principal farmed the 
consultant out to various teachers, never 
feeling free to use him herself until after 
a parent-teachers meeting where she was 
reassured of the parents’ approval of the 
periodic presence of the “outsider” in the 
school building. 
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The problem of role definition is al- 
ways before the mental-health consultant. 
Although his.role is to help thé teachers’ 
understanding of specific matters pertain- 
ing to emotional growth and develop- 
ment, other roles may be ascribed to him 
—roles properly belonging to the super- 
visor because they involve judgment and 
evaluation of the teachers’ educational 
practices. Often the consultant is viewed 
as someone who will take a problem 
off the hands of a teacher. He properly 
avoids the role of social manipulator 
and does not allow the school adminis- 
trators to release to him any of the au- 
thorities or responsibilities which right- 
fully belong to the administrator. 

Often the school personnel will assume 
that the consultant will aline himself 


with one or another school faction. This 
most commonly occurs in a school where 
teachers espousing traditional techniques 
in education are working alongside teach- 
ers who are trained in “progressive 
methods.” The mental-health consultant 
has to use great care and tact in avoid- 
ing identification of mental health with 
either of these schools of educational 
practice. Children need to develop self- 
discipline and need to have limits set by 
adult authority whether in a class taught 
by progressive or traditional methods. 
Frequently the teachers in a school 
building who first use the consultant are 
those with personal needs. They some- 
times represent a splinter group or fac- 
tion in the school. This requires the 
consultant to work carefully with the 
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principal and elementary supervisor from 
the start in order to avoid having the 
mental-health program become identified 
with any particular faction. 

Group techniques are often advocated 
by school authorities as the most efficient 
way for consultants to meet with teach- 
ers. However, group meetings in school 
systems often look not unlike the class- 
room situation, with the principal or 
superintendent playing the role of teach- 
er, and the teachers the role of pupils 
If the consultant operates in this way, he 
is apt to be assigned those roles and 
value orientations which the teacher 
group assigns to the administrator. This 
may affect his consultation with individ- 
ual teachers, making it impossible for 
him to deal with the natural conflicts and 
feelings the teacher may have with re- 
spect to administration. Special studies 
of this problem have been made in the 
greater Boston area by Dr. Leo Berman’ 
through the use of group dynamics. We 
have used teacher group meetings in out 
programs very sparingly, although we 
encourage and participate in the develop- 
ment of credit courses for teachers in 
the fields of child development and 
mental health. 


IN THE COMMUNITY 


The school setting represents only one 
facet of a particular child’s life. The 
home is, of course, central, and is sup- 
plemented by the neighborhood and other 
important community institutions, such 
as the church and various formal social 
groups including boys’ clubs, Boy and 
Girl Scouts, Y. M. C. A.’s and the like. 

School mental-health problems are ac- 
tually community mental-health problems. 
Since a school-health program is con- 
cerned with the intimate interactions of 
various community groups which im- 
pinge on the life of the growing child, 
it can be only one part of a total com- 
munity mental-health program. 

In Massachusetts community mental- 
health associations have been developed 
to work along with the professional 
teams of each of our area mental-health 
centers. The associations not only give 
tangible support and direction to the pro- 
fessional operations of the mental-health 
center, but also assume the important 
tasks of considering, reviewing, and de- 
fining various community mental-health 
issues and developing action programs 
for solving them. Their functions are 
much broader than those of the boards 
of private child-guidance clinics. They 
are concerned with every issue which 
conceivably might influence the mental 
health of families and children in the 
community. While they are voluntary 
organizations, they work on a partner- 
ship basis with the State Department of 
Mental Health in each community. 

The State of New York, through its 
recent legislation, is developing public 
mental-health boards which carry out 
functions similar to those of the private 
associations, as well as some of the 
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functions of the Department of Mental 
Health in Massachusetts. The medical 
profession plays a key role in both the 
Massachusetts and New York plans. In 
New York, the law requires that the 
medical profession be heavily represented 
on each public mental-health board. In 
Massachusetts the State Department of 
Mental Health seeks representative medi- 
cal group approval at every phase in the 
development of the mental-health pro- 
gram. The medical profession partici- 
pates in the professional advisory com- 
mittee of the mental-health association. 


DIVISION OF FUNCTION 


The public-school system is a rela- 
tively new social institution, grown in 
the past hundred years into an institu- 
tionalized representation of the demo- 
cratic ideals which are our American 
heritage. As such it is an important 
culture bearer, symbolizing what is good, 
desirable, and essential to our way of 
life. Its schools are expected by the 
community to impart those sets of values 
which the community views as impor- 
tant, whether this is good citizenship or 
flag waving. The current slogan, “Good 
schools make good communities,” is per- 
haps more realistic when reversed to 
read, “Good communities make good 
schools.” While socioeconomic factors 
and personnel shortages also come into 
the picture the set of values which is 
found in a school system, from the 
pupils and teachers to the administra- 
tors and the school board, represents a 
fair approximation of the values and 
standards of a community. 

Children begin school differing greatly 
in their readiness for the learning proc- 
ess and for mixing with persons outside 
their own families. Current knowledge 
in the field of child development and 
mental health clearly points to the fact 
that behavior and achievement of chil- 
dren in school are related within limits 
of constitutional endowment to: (a) in- 
terpersonal relations and emotionally 
relevant experiences in the child’s early 
preschool life; (b) current emotional 
crises in the child’s family or neighbor- 
hood life; and (c) unique personal 
meanings of the school experience to the 
child. 

This means that the performance of 
the child in both the social and academic 
spheres is symptomatic of his mental 
health and can be understood only in 
terms of the emotional growth and de- 
velopment of the individual child studied 
longitudinally in the context of his emo- 
tionally relevant human environment. 
Undesirable performance and_ behavior 
on the part of a child must be under- 
stood before rational approaches for 
meeting the problem can be devised. 

Mental-hygiene concepts, such as 
“growth and development” and “emo- 
tional maturity,” can be introduced into 
the everyday work of the school per- 
sonnel—teachers, principals, nurses, guid- 
ance people—but they should not be 
allowed to obscure the key function of 
the school to develop those sets of values 
and standards of behavior which the 
community desires to have in its chil- 


New evidence in the British 
Medical Journal on the com- 
parative effectiveness of ace- 
tylsalicylic acid and cortisone 
in rheumatoid arthritis re- 
veals that the progress of 
patients on salicylates is com- 
parable to progress on corti- 
sone. A survey of members of 
the American Rheumatism 
Assn. indicates overwhelming 
preference for salicylates. 


Salicylate therapy at its best 

Pabirincombinesacetylsalicyl- 
ic acid with PABA to achieve 
high salicylate blood levels 
with low dosage. It contains 
neither sodium nor potassium. 
Vitamin C (300 mg.) in a daily 
dosage of 6 capsules helps 
counteract depletion of this 
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dren. A teacher may have insight and 
understanding regarding a child’s be- 
havior without condoning or tolerating 
the behavior. The classroom is a class- 
room in a public community setting. It 
is not the place for private group ther- 
apy. The teacher has many functions 
but psychotherapy is not one of them. 

Psychiatric-treatment functions cannot 
be properly carried out in school set- 
tings, especially since the symptoms 
which manifest themselves in the school 
are expressed through clashes with the 
value system. In many school systems 
the guidance director is quickly viewed 
by most teen-agers as the person who 
“sees the bad boys,” although he may 
have spent years interpreting his func- 
tion to his colleagues, trying to keep 


disciplinary problems in the administra- 
tor’s office and out of his. 

The parent who makes a school visit, 
especially in the lower grades, anxiously 
asks the teacher “Is my child behaving 
properly?” or “Is my child doing well in 
school?” These are proper parental con- 
cerns. In fact, their absence in a parent 
may be symptomatic of some disturbance 
in understanding or feeling. The inter- 
view with a parent in a school setting is 
completely different from the interview 
with a parent in a private medica! set- 
ting, although his underlying concerns 
may be the same. This is due not to 
differences in quality of personnel but to 
the inherent fact that the value-oriented 
school setting, in which judgments are, 
quite properly, being made, is not an 
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and ourselves the proper mental-health 


appropriate one for individual psychiatric 
investigation. 

People reveal, in fact are expected to 
reveal, private matters in the nonjudg- 
mental medical setting. A child may 
properly “undress” himself in the clinic. 
It is inappropriate and symptomatic of 
disturbance for him to do so in school. 
He should not be encouraged in such 
behavior by the school personnel, be it 
educational, guidance, or health. Guid- 
ance personnel are concerned with the 
ego development and the life adjustment 
of children in relation to their current 
and future educational and vocational 
enterprises, and so, with how children 
are dressed, inasmuch as clothes repre- 
‘sent the ego development. They have 


of 

in the psychiatric clinics. 
They may also have the same knowledge 
as the clinician concerning the instinctual 


techniques interviewing similar to 


those used 


life, or deep motivation. However, in 
the school setting this knowledge should 
be put to use in the area of ego strength- 
ening and development, not psychother- 
apy. 

In the area mental-health centers in 
Massachusetts we encourage the partici- 
pation of the parents, the family physi- 
cian, and various community resources, 
in particular the center’s own clinical 
facilities, in the actual job of problem 
solving and treatment of children attend- 
ing public schools. This gives us the 
opportunity to clarify for the community 
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functions of medical services on the one 
hand and educational institutions on the 
other. 

The three phases of mental-health pro- 
graming in Massachusetts — promotion, 
consultation, and early case finding and 
clinical treatment—are completely de- 
pendent upon each other for their proper 
development. 

Thus our mental-health program be- 
gins to look like a true public-health 
enterprise, interested in the emotiona! 
growth and development of all the chil- 
dren in the school system. We begin to 
make some progress awa’’ from the idea 
that mental-health progran. offer noth- 
ing but psychiatric treatrient for sick 
children. 


RESEARCH NEEDED 


It is too early to speak of evaluation. 
We do not yet have techniques for meas- 
uring the “mental health” of a school 
or a community, necessary for purposes 
of comparison 10 or 15 years hence. 
Hence we are dependent upon impres- 
sionistic statements from school authori- 
ties, such as “the mental-health con- 
sultant has been very helpful to us this 
year.” We are in great need of basic 
research using public-health and_ social- 
science techniques. The work is also 
handicapped by a tremendous shortage of 
trained personnel for mental-health work 
and almost no facilities in the country 
for training in community mental-health 
practice. 

There is always a lag between knowIl- 
edge and the development of specific 
programs to apply the knowledge. Today, 
however, a sound body of fact and the- 
ory is available from the fields of child 
psychiatry, social psychology, anthropol- 
ogy, pediatrics, and education which can 
form the basis for sound school mental- 
health programs. It only awaits the pas- 
sage of time, as the understanding of the 
nature of such programs becomes more 
general and trained professional workers 
become more plentiful, before such pro- 
grams will begin to make their contribu- 
tions towards the development of mature, 
healthy members of our American so- 


ciety. 


CONGENITAL DISORDERS— 
A PROBLEM FOR RESEARCH* 

Events of the past two decades pre- 
sent public health statisticians with an 
opportunity to help solve the problems 
of congenital malformation, cerebral pal- 
sy, epilepsy, and mental deficiency. These 
disorders have perplexed both profes- 
sional and lay thinkers throughout th: 
period of recorded medical history. 

The occurrence of malformation ai 
birth has commonly been thought to be 
the result of some defect in the germ 


*Brief of prose read at A.P.H.A. Southern 
Branch Conference, New Orleans, May 11, 
1955, by Matthew Tayback, Sc. D., director of 
statistical section, Baltimore City Health De- 
partment. Reprinted from Public Health Re- 
ports, September, 1955. 
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plasm and thus hereditary. Recent clin- 
ical observations and experimental dem- 
onstration in animals indicate, however, 
that the hereditary hypothesis is not a 
sufficient explanation of these disorders, 
and the concept of environmental deter- 
mination has evolved. If proved true as 
a general mechanism, this concept pro- 
vides great hope for the prevention of 
these tragic abnormalities. 

There is a pressing need. for extensive 
statistical research to examine a set of 
hypotheses which are consistent with the 
concept of environmental determination. 
Since the public health statistician al- 
ready has, by his custody of vital rec- 
ords, possession of much of the informa- 
tion required for this task, he stands in 
a particularly fortunate position to pro- 
duce useful information. 


HYPOTHESES TO BE TESTED 

The principal questions that need clari- 
fication are: 

1. Does the presence of infection dur- 
ing pregnancy affect the risk of congeni- 
tal anomaly? Two further questions ap- 
ply here: (a) Do all diseases exhibit 
teratogenic properties or only specified 
types? (b) Is the time of onset a deter- 
minant of the teratogenic potential of a 
disease ? 

2. Does the presence of noninfectious 
disease—toxemia, hypertension, anemia, 
diabetes—affect the risk of congenital 
anomaly? (Questions l-a and 1-b also 
apply here.) 

3. Does the presence of nonspecific in- 
sults—vaginal bleeding, accidental injury 


to mother, dystocia, malpresentation—af- ° 


fect the risk of congenital anomaly? 
(Question 1-b, when applicable. ) 

4. Do cultural and socioeconomic vari- 
ables directly affect the risk of congenital 
anomaly ? 

5. Is the increased risk of mongolism 
and gross malformation in babies born 
to older mothers independent of cause- 
effect mechanisms under investigation as 
outlined in questions 1, 2, and 3? 


INFORMATION REQUIRED 

The basic data required to compose a 
meaningful and useful body of knowl- 
edge on congenital disorders may be list- 
ed as follows: 

1. Frequency of malformation, total 
and by type, among stillbirths and live 
births. 

2. Time trends in the incidence data, 
by year and by season. 

3. Geographic variation in incidence by 
type of malformation. 

4. Variation in incidence by socioeco- 
nomic status, age of parents, and birth 
order. 

5. Presence of infectious disease, by 
type and by date of onset during preg- 
nancy for each live birth and each still- 
birth. 

6. Presence of specified complications 
of pregnancy for each live birth and each 
stillbirth, with specific reference to ane- 
mia, hemorrhage, and toxemia. 

7. Presence of specified complications 
of labor for each live birth and each still- 
birth with specific reference to malpre- 
—- placental abnormality, and 
avstocia, 


Thanks to his physician— 


Clinical Evidence 


83% 175 angina pectoris patients 


8. Presence of symptoms of respira- 
tory difficulty in the infant at birth. 


SOURCES OF DATA 


The public health statistician has an 
instrument in the form of vital records 
which is clearly without equal for es- 
tablishing the characteristics of the study 
universe. There is little question that 
birth records can provide useful work- 
ing information on distribution of in- 
fants at risk according to area of resi- 
dence, season of gestation, weight at 
birth, age of mother and of father, birth 
order, and, by deduction, occupation of 
father, residence of parents, and socio- 
economic status. 

A number of health departments have 
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attempted to secure significant elements 
of the prenatal history, including labor, 
and an indication of the presence or ab- 
sence of congenital malformation and 
birth injury by the use of a medical sup- 
plement to the birth certificate. Expe- 
rience with this procedure appears to be 
fairly uniform. In areas in which hos- 
pital births approximate 95 percent of the 
birth experience, gross understatement of 
complications of pregnancy and labor has 
been noted when the findings are com- 
pared with data as found in the hospital 
history. 

In my experience, I have found no in- 
surmountable difficulties to securing ac- 
curate and complete data on specified 
segments of the prenatal and labor his- 
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tory of the mother and on the physical 
state of the newly born infant. The 
medical supplement to the birth record 
is a useful instrument for obtaining the 
birth weight and information on opera- 
tive procedures and complications of la- 
bor, but recourse to additional sources 
is necessary for a more complete meas- 
urement of several of the variables to be 
considered. For example, malformations 
often are not discovered until after the 
birth record is filed. When these condi- 
tions result in death, they will be noted 
on the death record, which can be 
‘matched with the appropriate birth rec- 


ord. Also, the public health nurse’s visit 
to the home of the infant a few weeks 
after birth can be made the occasion of 
an examination for malformation and a 
report thereof. Another source is the 
program for crippled children. 

The recorded birth universe is also an 
excellent source for the selection of a 
control population. In a study of the re- 
lationship of prenatal and paranatal fac- 
tors and the development of epilepsy, for 
example, Lilienfeld and Pasamanik se- 
cured their case population from the 
available clinic registers and known in- 
stitutionalized patients. For each case, 
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they selected as a control the next infant 
in the birth register born in the same 
institution and matched for race and ma- 
ternal age. They abstracted the hospital 
records for both series for certain vari- 
ables of interest and compared the two 
groups. 

These two methods—the use of the 
medical supplement to the birth record 
and the matched control hospital record 
survey—for obtaining data on factors 
associated with congenital disorders both 
involve to some extent a retroactive type 
of investigation. Essentially, at birth or 
following birth, an attempt is made to 
record the prenatal history of the infani 
or child. There are two serious limita- 
tions to this approach. If one is con- 
cerned with a known case of malforma- 
tion, there is some tendency to search in 
the prenatal record or to query the 
mother about prenatal events with more 
care than in a case where no malforma- 


‘ tion is present, thus producing a bias that 


makes it impossible to construct any use- 
ful inferences. The second difficulty 
arises out of the fact that the records 
may not uniformly contain the detail 
required when we set about to answer 
questions based on past experience. 


A COURSE OF ACTION 

Assuming that research in congenitally 
determined disorders suggests itself as 
worthy of statistical research by a health 
department, what is a practical course of 
action? 

First, the birth record, including the 
fetal death record, should be used to 
describe the population at risk, the dis- 
tribution characteristics of prematurity, 
and, to the extent that local conditions 
permit, the incidence of complications of 
pregnancy and labor. To obtain uniform 
coverage of prenatal history, summary 
sheets for inclusion in the hospital record 
can be provided. 

Second, the birth record plus the fetal 
death record, the death record, and data 
on malformations from public health 
nurses, well baby clinics, and crippled 
children services should be used as a 
basis for estimating the incidence of con- 
genital malformations and some of their 
distribution characteristics. 

There are, no doubt, areas where the 
procedures given above will require years 
of nurture before data of value can be 
produced. It may be that, as a universal 
system is being developed, it would be 
desirable to construct a study area with- 
in a given jurisdiction consisting of the 
prenatal clinics administered by the local 
health departments, the teaching hospi- 
tals, and such other large obstetrical 
services willing and capable of partici- 
pating in longitudinal studies. Each birth 
within the study area would be reported 
by the usual live birth certificate or fetal 
death record supplemented by a record of 
the prenatal life, the labor history, and a 
statement based upon an examination of 
the newborn for evidence of malforma- 
tion. The public health statistical unit 
should be prepared to provide consulta- 
tion on the study design and assistance 
in collation and interpretation of data. 
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At present, the most practical method 
for probing into the prenatal determi- 
nants of cerebral palsy, epilepsy, and 
mental deficiency remains the retroactive 
study, for these conditions are rarely 
apparent at birth. But this type of study 
would nevertheless benefit from the pro- 
posed universal collection scheme. The 
population as a whole would be described 
and known. The cases under study could 
be matched back to the appropriate birth 
record, and their characteristics thereby 
established. 


THE SEASONAL VARIATION 
IN DISABILITY* 

The frequency of disabling illness in 
midwinter is fully 134 times that in 
midsummer, according to the experience 
of Metropolitan Life Insurance Company 
personnel covered by the Company’s 
Group insurance program.t These work- 
ers include office and field personnel 


actively at work before their illness who’ 


were observed for the two-year period 
from August 1953 through July 1955. 
For purposes of the study, the onset of 
the disabling illness was related to the 
month in which the person first received 
payment of a disability benefit; the data 
relate only to illnesses lasting at least 
eight days. 

During the two years of observation, 
the average annual rate of disabling 
illnesses or injuries lasting eight days 
or more was 155 per 1,000 workers. 
Within this period the monthly rates, on 
an annual basis, ranged from a high of 
nearly 200 per 1,000 workers in January, 
February, and March, to a low of a little 
over 110 per 1,000 in July and August. 

Among the causes of disability, the 
widest seasonal variation was recorded 
by diseases of the respiratory system, 
which accounted for slightly over 30 per- 
cent of all cases in the study. For this 
category of diseases, the incidence of 
disability in January was more than 
four times that in July. The seasonal 
curve for influenza and pneumonia is 
very similar in profile to that for the 
broad residual category of respiratory 
diseases, except that the incidence of 
disability in March equaled that in Jan- 
uary. The minimum incidence of ton- 
sillitis and adenoijditis also occurs in 
midsummer, but the peak months in this 


*Reprinted from Statistical Bulletin, Metro- 
— Life Insurance Company, November, 
55. 


+Personnel in Pacific Coast States and in 
Canada were not included in this study. 
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instance are February and October. A 
probable contributing factor to the sum- 
mer trough is a tendency to avoid ton- 
sillectomies during the height of the 
poliomyelitis season. 

Ranking second among the causes of 
disability in this experience are the dis- 
eases of the digestive system, which 
constitute 15 percent of the cases. The 
only common element in the seasonal 
variation of the specific conditions com- 
prising this category is a tendency to- 
ward a low incidence in the summer 
months. A notable exception is diarrhea 
and enteritis, for which the low points 
fell in the last quarter of the year. For 
each of the conditions, the transition in 
incidence from the low to the high 


points of the year. was very irregular. 
There were also variations in the months 
of peak incidence; January for diarrhea 
and enteritis, and for diseases of the 
gallbladder and bile ducts; February for 
ulcers of the stomach and duodenum; 
April for hernia of abdominal cavity; 
and October for appendicitis. 

Diseases of the circulatory system 
ranked third among the disabling ill- 
nesses, accounting for more than one 
tenth of all such illnesses. The monthly 
incidence rate for the circulatory dis- 
eases fell below the annual average rate 
in the seven months from July through 
January; the peak months were March 
and June. In this experience, about one 
fifth of the disabling illnesses from the 
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diseases of the circulatory system were 
ascribed to diseases of the coronary 
arteries. For the latter, the points of 
low incidence fell in August and Sep- 
tember; the high points were recorded 
in February and March. 

The other disabling illnesses show 
varying monthly fluctuations in incidence. 
However, practically all of them had a 
peak rate in one of the first six months 
of the year, and for many the trough 
occurred in summer. Just one tenth of 
the total disabilities in this experience 
were due to accidental injuries. The 
incidence of these injuries was lowest in 
April and May, and highest in January 
and February. The relatively high in- 


cidence of fractures from June through 


September probably reflects the rather 
extensive recreational activities carried 
on during the summer vacation period. 

Many of the features in the seasonal 
variation of disability observed in this 
study have been noted in other experi- 
ences. Thus, similarities have been found 
in studies as diverse as the continuing 
health survey in California and a series 
of studies of industrial sickness ab- 
senteeism by the Public Health Service. 
Also, sample surveys of disability in the 
United States among persons at ages 
14-64 years, made in February 1949 and 
September 1950, indicate that both sexes, 
white and nonwhite, and every age group 
experience the usual seasonal variation— 
a peak in winter and a trough in sum- 
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However, the levels of the inci- 


mer. 
dence of disability in these studies vary 
for a number of reasons, such as differ- 
ences in the proportion of males and 
females, in age composition of the popu- 
lations, in geographic distribution, and 
also in administrative practices with re- 


spect to the definition of disability. 


ACCIDENTAL DEATHS RISE IN 1955* 


According to present indications, ap- 
proximately 92,000 persons were fatally 
injured in the United States during the 
year just ended, about 2,000 more than in 
1954. The 1955 record contrasts sharply 
with the reduction in accidental deaths 
from more than 96,000 in 1952 to 90,000 
in 1954. Accidents, with a death rate of 
56 per 100,000 population in 1955, took 
about two fifths as many lives as cancer. 

The rise in accident fatalities reflects 
very largely the increase in mortality 
from motor vehicle accidents. Deaths 
from such accidents climbed to about 
38,500 in 1955, about 2,500 more than the 
year before and the highest number in 
14 years. However, on the basis of mile- 
age traveled, the motor vehicle accident 
death rate in 1955 was about the same as 
that in 1954. To improve our motor vehicle 
accident record, it will be necessary for 
both drivers and pedestrians to exercise 
much greater caution in the use of streets 
and highways. 

Public accidents other than those in- 
volving motor vehicles took nearly 16,000 
lives during 1955, a slightly larger num- 
ber than the year before. Injuries aris- 
ing out of and in the course of employ- 
ment caused about 14,000 deaths, 
approximately as many as in 1954. In- 
juries in and about the home decreased 
slightly, killing about 27,000. 

Catastrophes—accidents in which five 
or more persons are killed—were respon- 
sible for about 1,500 deaths in the United 
States during 1955, about 300 more than 
in 1954. This increase reflects the rise in 
the number of disasters; during 1955 
there were nine which took at least 25 
lives each, compared with only four of 
this magnitude in 1954. 

Natural disasters accounted for five of 
the major catastrophes in 1955. The first 
of these was a series of tornadoes which 
struck the Midwest on May 25, causing 
approximately 115 deaths, 80 of them in 


*Reprinted from Statistical Bulletin, Metro 
Life Insurance Company, December, 
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the Udall area, Kansas. The hurricane 
of August 12-14 killed about 25 people in 
Maryland, New Jersey, and Pennsyl- 
vania. A few days later, August 17-19, 
came the largest disaster of the year, 
when a hurricane and heavy flash floods 
combined to devastate a number of areas 
in the northeastern States, leaving a 
death toll of 180, mainly in Pennsylvania 
and Connecticut. In mid-October the 
northeastern States again experienced 
floods following torrential rains, with a 
loss of 48 lives. Near the close of the 
year, floods in California and Oregon 
killed 84 people, according to present in- 
formation. 

Civil aviation accounted for three} ma- 
jor catastrophes; all involved passenger 
planes, two of them on scheduled flights. 
The first of these disasters—a plane crash 
near Newburg, Mo.—occurred on August 
4, fatally injuring 30 people. The worst 
disaster in the history of commercial 
aviation in the United States took place 
on October 6, when a plane hit a moun- 
tain peak near Laramie, Wyo., killing 66. 
The crash of a chartered non-scheduled 
plane near Seattle, Wash., on November 
18, caused 28 deaths. The earliest dis- 
aster in 1955 was a fire which swept 
through a hotel in Chicago on February 
12; 29 people died in this conflagration. 

Natural disasters were responsible for 
about one third of the 1,500 lives lost 
during the year in accidents which took 
five or more lives. Motor vehicles were 


involved in approximately one fourth of . 


the fatalities; civilian air transportation 


and conflagrations each accounted for a~™ 


somewhat smaller proportion of the 
deaths in catastrophes. 


7+Exclusive of the explosion, attributed to 
sabotage, which occurred November 1 on a 
plane in the air near Longmont, Colo., taking 
44 lives. 


THE LEADING CAUSES OF 
ACCIDENTAL DEATH* 

Although accidents are largely amen- 
able to control, they take about 95,000 
lives annually in the United States. They 
are among the first five causes of death 
at every age period, and outrank every 
disease as a killer among children and 
young adults. 


The accident death rate at all ages 
combined is much higher among males 
than among females; in 1951-52 the rates 
for the two sexes averaged 87.5 and 37.4 
per 100,000, respectively, a ratio of 24% 
to 1. The higher toll among males re- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, October, 1955. 
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flects not only their greater exposure to 
occupational and recreational hazards, 
but also their greater daring. 

Many types of mishaps contribute to 
the heavy loss of life from accidents, but 
the majority of the deaths are caused by 
relatively few types of injury. This holds 
true at every age period in each sex. 

Motor vehicle mishaps are a dominant 
item in the accident picture at every 
period of life under age 65; at the older 
ages they are outranked only by falls. 
Among males, motor vehicle accidents 
accounted for at least 30 percent of all 
accidental deaths in every age group; at 
ages 20-24 they were responsible for 65 
percent of the total. It is significant that 
among these young men, aircraft fatali- 


ties ranked second as a cause of acci- 
dental death. Among females, motor ve- 
hicles are relatively more important than 
among males during the greater part of 
life; however, in terms of actual death 
rates, females consistently have the more 
favorable experience. For each sex, the 
loss of life among drivers and passengers 
exceeds that among pedestrians in vir- 
tually every age period, and by a very 
considerable margin in early adult life. 


The mortality from accidental falls in- 
creases very sharply with age in later 
life. In 1951-52, the average death rate 
from this cause among men rose from 
15.8 per 100,000 in the age range 45-64 
to 97.5 at ages 65 and over; for females 
the corresponding rise was from 5.7 to 
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140.3 per 100,000. More than 70 percent 
of all deaths from accidental falls occur 
at ages 65 and over. The large majority 
of these fatal injuries among the aged 
are sustained in the home. 

In contrast to the experience for falls, 
drownings are much more _ frequent 
among males than among females, and 
take their largest toll among children and 
young adults. In 1951-52, drowning ac- 
counted for one in every four deaths 
from accidents among boys at ages 5-14, 
and for one in every seven at the pre- 
school ages and the late teens. The high- 
est death rate from drowning among 
males—12.3 per 100,000—was recorded 
at ages 15-19; among females the maxi- 
mum was only 2.9 per 100,000 and oc- 
curred at ages 1-4. 


Fires are among the leading accident 
hazards; they take almost as many lives 
as drowning among males and about four 
times as many as drowning among fe- 
males at all ages combined. Young chil- 
dren and old people are the principal 
victims, in part because they are often 
unable to escape when a conflagration 
does occur. Fatal burns are also sus- 
tained when persons come in contact 
with hot substances or objects (liquids 
and steam, stoves, etc.), such deaths be- 
ing classified separately. In 1951-52, such 
burns were among the first five causes 
of accidental death only among women 
at ages 65 and over. Several decades 
ago burns other than those in fires ac- 
counted for a much larger death toll 
than they do currently, a large part of 
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the reduction in mortality resulting from 
the modernization of the home and ad- 
vances in the treatment of severe burns. 

There are other causes of accidental 
death which are prominent only at cer- 
tain age groups. Accidents involving ma- 
chinery, as one would expect, show up 
only among men in the main working 
ages of life. The highest death rate from 
firearm mishaps occurs among boys in 
the late teens. Accidental poisoning by 
solids and liquids, and gas poisoning also 
account for an appreciable mortality at 
some periods of life. 


FACTORS IN THE TREND OF 
HEART DISEASE* 


The attack of coronary thrombosis 
suffered by President Eisenhower a few 
months ago has brought into greater 
prominence the growing public concern 
about heart disease in our country. In 
order to dispel some of the widely held 
misconceptions regarding the disease and 
to give perspective to the changing pic- 
ture, it is pertinent to review some of 
the facts relating to trends in heart dis- 
ease and the major factors influencing 
them. 

It is estimated that there are now 
about 5% million people in the United 
States with heart disease of one type or 
another, and that at least 114 million new 
cases occur each year. The number of 
persons with heart disease of rheumatic 
and of syphilitic origin, while still very 
sizable, has been diminishing as _ the 
causative infections have increasingly 
been brought under control. On the other 
hand, the prevalence of heart disease due 
to other causes has been rising. The 
number with congenital heart disease has 
apparently increased, reflecting both the 
rise in the birth rate and the higher sur- 
vival rate of children born with this con- 
dition, the latter factor a result of im- 
provement in the diagnosis and treatment 
of the disease. However, the most sig- 
nificant development by far has been the 
increase in the prevalence of arterio- 
sclerotic (including coronary artery dis- 
ease), hypertensive, and other forms of 
heart disease common in middle and later 
life. This increase, in part at least, re- 
flects merely the rapid rise in the popula- 
tion past age 45. 

There is much more information avail- 
able about mortality than about morbidity 
from heart disease. It should be borne 
in mind, however, that the mortality 
statistics have been greatly influenced 
over the years by changes in the certifi- 
cation and classification of causes of 
death. For the aggregate of white per- 


*Reprinted from Statistical Bulletin, Metro 
politan Life Insurance Company, December, 
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sons insured under Industrial policies in 
the Metropolitan Life Insurance Com- 
pany, the mortality ascribed to heart dis- 
ease has changed but little in the past 
two decades; the annual death rates at 
ages 1-74, adjusted for changes in the 
age composition of the policyholders, 
averaged 163 per 100,000 in 1951-54, com- 
pared with 169 per 100,000 in 1931-35. 
When the heart disease death rates are 
studied by sex, however, they show di- 
vergent trends: among white male policy- 
holders the age-adjusted rate rose from 
203 per 100,000 in 1931-35 to 226 in 
1951-54, whereas among white females it 
dropped from 140 to 105 per 100,000. 


These contrasting trends in the mor- 
tality from heart disease among men and 
women are observed in every age period 
past 35. 


In each sex, heart disease has con- 
stituted an increasing proportion of the 
total mortality in this insurance expe- 
rience. Even among white females heart 
disease as a proportion of the total mor- 
tality at ages 1-74 rose from little more 
than one fifth to one third between 1931- 
35 and 1951-54. The corresponding in- 
crease among white males, as would be 
expected, was even more pronounced— 
from less than one fourth to two fifths 
of the mortality from all causes. As a 
result of these trends, the cardiovascular- 
renal diseases, as a group, have become a 
more dominant item in the mortality pic- 
ture. 


Of particular interest are the facts re- 
garding coronary artery disease. Al- 
though it is known that the mortality 
attributed to this disease has risen sharp- 
ly in the past two decades, a precise 
measure of the increase is lacking, be- 
cause of changes in both the classifica- 
tion and certification of this condition as 
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ing to death in such cases. In addition, 
improved diagnostic methods have led to 
the detection of heart disease, and hence 
to its certification as the cause of death 
in an increasing proportion of cases 
where other chronic diseases are present. 
This is particularly true for coronary 
artery disease. 

Nevertheless, heart disease presents the 
most important medical problem today, 
especially among males. Particularly 
puzzling is the large and widening sex 
difference in heart disease mortality. Var- 
ious hypotheses have been advanced to 
explain the situation—the stress and 
strain in our society which bear particu- 
larly on men, changing dietary habits, the 
survival of persons with less than av- 
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erage physical stamina through the con- 
trol of disease—but the validity of none 
of these hypotheses has been established. 
The answers should eventually be fur- 
nished by the broad program of research 
being conducted. The Life insurance in- 
dustry is giving substantial support to 
such research through the Life Insurance 
Medical Research Fund. 

For the present, the control of cardiac 
and related disorders in middle and later 
life depends largely upon the early de- 
tection of such conditions and the care- 
ful medical supervision of the people so 
affected. An essential part of the regi- 
men for such patients is reduction of 
excess weight. In some degree weight 
reduction may delay the onset of heart 
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a cause of death. In any event, during 
1951-54 practically 30 percent of all 
deaths among white males at ages 1-74 
were classified as due to arteriosclerotic 
heart disease, which is now assumed to 
be practically synonymous with coronary 
artery disease. In 1931-35, less than 5 
percent of the deaths among the insured 
males were ascribed to diseases of the 
coronary arteries and angina pectoris, a 
category much less inclusive than that 
now in use. Twenty-five years ago, coro- 
nary heart disease was a comparatively 
new diagnostic term. 
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problem in our country appears to be 
worse than it actually is. The growing 
importance of cardiac conditions in the 
total mortality picture reflects largely the 
high degree of control achieved over the 
acute and chronic infectious diseases— 
notably tuberculosis and pneumonia—and 
the progress made in the medical and 
surgical treatment of a number of other 
conditions common in middle and later 
life. Moreover, heart disease is often 
associated with changes that affect other 
parts of the body, more especially other 
parts of the cardiovascular-renal system. 
The trend in medical thinking has been 
to place increasing emphasis on the role 
of the heart in the chain of events lead- 
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disease. The association of overweight 
and cardiovascular conditions is well 
documented from clinical and Life insur 
ance studies. 


HOSPITALIZATION FOR MENTAL 
DISORDERS* 


More and more people in our country 
are being hospitalized for mental disor- 
ders. The number of first admissions to 
hospitals for the long-term care of such 
disorders rose from 106,000 in 1931 to 
171,000 in 1951, or more than 60 percent. 
A parallel trend is observed for resident 
patients under care, their number mount- 
ing from 374,000 to 590,000 in the two 
decades. Inasmuch as a substantial part 
of this increase reflected merely popula- 
tion growth, the rise in hospitalization 
rates was more moderate; for first ad- 
missions the rate rose from 85 to 111 per 
100,000 population, and for patients resi- 
dent in mental institutions, from 301 to 
382 per 100,000. 

Males are in the majority among pa- 
tients admitted for the first time to’ 
mental hospitals in the United States. 
Thus, in 1951, about 95,000 were males 
and 76,000 females. Furthermore, first- 
admission rates were higher for males 
than for females at every age period. In 
each sex, the rates were lowest at the 
younger ages and highest among the 
aged. Among males, the hospitalization 
rates for first admissions rose from 54.4 
per 100,000 at ages 15-19 to 472.6 at ages 
75 and over; for females, the corre- 
sponding increase was from 46.3 to 308.5 
per 100,000. 

The picture is quite different, however, 
in terms of the actual age distribution of 
the patients admitted, which is the situa- 
tion as the hospitals face it. About half 
of the males and females admitted for 
the first time in 1951 were under 45 
years of age. Only one tenth of all the 
patients were under age 25, and less than 
1 percent. were under age 15. Slightly 
more than one fifth of the first admis- 
sions were at ages 65 and over. 

The psychoses as a group are by fa: 
the most common disorders in persons 
admitted for the first time to mental hos- 
pitals. These disorders in 1951 accounted 
for two thirds of the first admissions 
among males and for four fifths of those 
among females. The majority of these 
admissions in each sex were for schizo- 


*Reprinted from Statistical Bulletin, Metro- 
—— Life Insurance Company, September, 
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phrenia and for senile psychoses. The 
psychoneuroses accounted for about one 
tenth of those entering a mental hospital. 

The relative importance of the different 
types of mental disorders varies widely 
with the age of the patients. Although 
the psychoses as a group were the most 
frequent cause of hospitalization in every 
age period, the proportion that they con- 
stituted of all first admissions among 
males varied from about one half in 
middle adult life to more than nine tenths 
at the older ages; among females the 
proportions were higher than among 
males throughout life. At the younger 
ages, the dominance of the psychoses re- 
flected in large measure the relatively 
high frequency of schizophrenia, and at 
the older ages, the high admission rates 
for organic mental disorders character- 
istic of these ages. 

The major mental disorders show wide- 
ly different age patterns. First-admission 
rates for schizophrenia rise to their 
maximum in the age range 25-34, and 
then decrease progressively with advance 
in age. The maximum rates for manic- 
depressive and involutional psychoses as 
well as for those due to syphilis are re- 
corded somewhat later in life. Senile 
psychoses, however, account for a sharply 
increasing admission rate beginning with 
midlife. By ages 60-64, these disorders 
outrank by a large margin all the other 
causes of hospitalization. At ages 75 
and over, the senile psychoses accounted 
for all but a negligible proportion of 
total first admissions. 

The prognosis for patients hospitalized 
for mental disorders is illustrated by the 
experience of the Warren (Pa.) State 
Hospital.t Analysis of the cases ad- 
mitted during the period 1946-50 showed 
that three years after first admission 
three fifths had been released, either as 
a first direct discharge or to convalescent 
care; about one quarter had died in the 
hospital; the remainder were continuous- 
ly in the hospital. As would be expected, 
the proportion released was greatest for 
the younger patients and decreased with 
advance in age. Thus, whereas over four 
fifths of the patients at ages 15-34 were 
released within three years after first ad- 
mission, at ages 55-74 the proportion was 
less than half, and at ages 75 and over 
it was only a little more than one tenth. 
Prognosis was most favorable for the 


functional psychoses (which include 
schizophrenia, manic-depressive and in- 
volutional psychoses). Nearly three 


fourths of the first admissions in 1946- 
50 for functional psychoses were released 
within three years. The corresponding 
proportion for patients admitted for the 
first time in 1916-25 was little more than 
one-half. The greater proportion of re- 
leases in recent years reflects an increase 
in recovery rates from these conditions. 


..|‘An Historical Study of Disposition of 
First Admissions to a State Mental Hospital. 
The Experience of the Warren State Hospital 
During the Period 1916-50.” Paper by Morton 
Kramer, H. Goldstein, R. I. Israel, and N. A. 
Johnson, presented at annual meeting of the 
American Public Health Association, Buffalo, 
N. Y., October 14, 1954. 
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Some progress has been made against 
mental disorders, but many tasks still lie 
ahead in this field. Among the major 
needs are more and better-trained per- 
sonnel, and more and improved facilities 
for the prevention, detection, and care 
of such disorders. Hospitals, physicians 
in private practice, outpatient clinics for 
children and adults, family counseling 
services, school health and occupational 
health services can play a leading part in 
meeting these needs. Much can be ac- 
complished through educational pro- 
grams, both on the professional and the 
lay level. The general public should have 
a better understanding of the principles 
of mental health and should be better in- 
formed on the community services avail- 
able to care for mental disorders. Above 
all, there is great need for carefully 
planned, coordinated, and well-supported 
research on the causes and treatment of 
mental disease and on the rehabilitation 
of mental patients. 


MARKED DECLINE IN TUBERCULOSIS 
AMONG CHILDREN* 


Since the recent introduction of drug 
therapy in the control of tuberculosis, 
the death rate from the disease in our 
country has been declining with accel- 
erated rapidity. In 1955, for the first 
time, it will drop below 10 per 100,000 
population; this is only half the death 
rate recorded as recently as 1951 and 
less than a fifth of that recorded 20 
years ago. 


Even more rapid has been the progress 
against tuberculosis among children. It 
appears likely that the tuberculosis death 
rate at ages under 15 will be down to 
1 per 100,000 for the current year, or 
less than one tenth the figure two dec- 
ades ago. In the entire country, it is 
expected that less than 500 children will 
have died from the disease during 1955. 


Among children at ages 1-14 insured 
under Industrial policies in the Metro- 
politan. Life Insurance Company, tlie 
death rate from tuberculosis fell 97 per- 
cent between 1930 and 1954—from 20.4 
per 100,000 to only 0.6. Striking im- 
provement has been recorded at the pre- 
school and the school ages among both 
boys and girls, and among white and 
non-white policyholders. In each color- 
sex-age group large decreases occurred 
for tuberculosis not only of the respira- 
tory system but also of the meninges 


*Reprinted from Statistical Bulletin, Metro- 
te Life Insurance Company, November, 
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and central nervous system and of other 
sites. Currently the death rate from 
tuberculosis in childhood is highest at 
the preschool ages. Throughout the 
childhood ages, the rate is much greater 
among non-whites than among whites. 

There is good evidence from a num- 
ber of sources that the marked reduction 
in the mortality from tuberculosis in 
children has resulted in large measure 
from the decreased frequency of tuber- 
culous infection among them. For ex- 
ample, a study in New York City showed 
that only 12 percent of 15-year-old high 
school students tested in 1950-52 had a 
positive reaction to the tuberculin test— 
less than one third the proportion found 
in a study about 15 years earlier. Even 
more striking are the findings reported 
from Minneapolis, where the proportion 
of positive reactors among grade school 
children dropped nearly 80 percent be- 
tween 1936 and 1954. The lowered rate 
of infection from the disease reflects 
better child care and nutrition, and 
higher standards of community and per- 
sonal hygiene; in part, it is a direct 
consequence of the decreasing frequency 
of active tuberculosis in adults, who 
constitute the main source of infection 
in children. 

The epoch-making advances in therapy 
have likewise contributed to the control 
of tuberculosis in children. In the period 
1930-46, prior to the advent of chemo- 
therapy, the case fatality rate among 
children with primary pulmonary tuber- 
culosis admitted to Bellevue Hospital in 
New York City was 21.5 percent.t In 
1947-51 the case fatality was down to 
5.6 percent, even though the new drugs 
—streptomycin, para-aminosalicylic acid 
(PAS), and a sulfone—were used only 
in the severer cases. In 1952-53, with 
isoniazid added to the treatment regi- 
men, the case fatality rate was only 1.5 
percent. Extraordinary results have been 
achieved through the use of chemo- 
therapy for tuberculosis meningitis. 
Whereas formerly death invariably oc- 
curred in such cases, the case fatality 
in 1952-53 among children was reduced 
to 12 percent. 


The outlook is also good for children 
who have recovered from tuberculosis. 
Persons accepted for Ordinary Life in- 
surancet who had had tuberculosis in 
childhood and who apparently had com- 
pletely recovered showed a mortality 
moderately above that of standard risks 
generally. Although the death rate from 
tuberculosis among the former was much 
higher than for standard risks, it was 
not enough to increase their total mor- 
tality to a materially higher level. 

Despite the marked progress made in 
the control of tuberculosis, further effort 
is required to eradicate the disease among 
children. The reduction in morbidity has 
not kept pace with the decrease in mor- 


_tE. M. Lincoln, “The Effect of Antimicro- 
bial Therapy on the Prognosis of Primary 
Tuberculosis in Children,” The American _Re- 
ton of Tuberculosis, Vol. 64, page 682, May 


$1951 Impairment Study, published by the 
Society of Actuaries, Apri. 1954, . 
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as a “Standard” by thousands of hospitals! There’s good reason— 
the heavy duty, high wet-strength, steriLine Bag saves you time 
and insures safe, sterile handling of your instruments. Plus, the 
“steriLine Indicator” provides you indication as to whether con- 
tents of the bag have been autoclaved. This “built-in” indicator 
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prescribe 


CAMP 


for rigid 


dorsolumbar 


support 


In later stages of 
treatment or in mild 
cases, Camp Dorso- 
lumbar Supports 
are used in place 
of heavy casts or 
orthopedic braces. 
Light in weight and 
more comfortable 
for the patient, 
these supports have 
strong, pliable steel 
stays in sturdy fab- 
ric to immobilize, 
brace and rest the 
entire back. You 
assure your patient 
immediate profes- 
sional fitting, econ- 
omy and comfort 
by sending him or 
her to any Author- 
ized Camp Dealer. 


SUPPORTS 


JACKSON, MICHIGAN 


tality. Adequate provision still needs to 
be made for the care of children, par- 
ticularly those at the very early ages, 
who require hospital treatment for the 
disease. Preventive measures should be 
considered for children in situations 
where the likelihood of infection is high. 
Experiments with isoniazid, which has 
been so effective in treatment, suggest 
that it may prove equally good as a 
preventive. 


MORE MARRIAGES IN 1955* 


It is estimated that there were 1,532,000 
marriages in the United States during 
1955, compared with about 1,488,000 in 
1954. Although the increase in the num- 
ber of marriages for the year just ended 
was relatively small—only 3 percent—it 
was nevertheless larger than that for 
any year since 1950. 

The marriage rate per 1,000 population 
(including Armed Forces overseas) rose 
from 9.2 in 1954 to 9.3 in 1955. Pre- 
liminary monthly statistics indicate that 
the largest increases occurred in June and 
August. In February, March, and July, 
the rate in 1955 was actually below that 
of 1954, and in May, November, and De- 
cember it was practically the same in the 
two years. 

Every geographic division of the coun- 
try contributed to the small rise in mar- 
riages between 1954 and 1955. The larg- 
est increases occurred in the Pacific and 
Mountain Divisions, where they amount- 
ed to 5.4 percent and 4.9 percent, respec- 
tively. At the other extreme, the gains 
were less than 1 percent in the New 
England and Middle Atlantic States. 

Contrary to the national pattern, 10 
States and the District of Columbia re- 
ported a smaller number of marriages in 
1955 than in 1954. The largest decrease 
—5.3 percent—was registered in Arkan- 
sas, where marriages have declined sharp- 
ly for three successive years due to legis- 
lation requiring premarital serological 
tests. Louisiana and Wyoming also expe- 
rienced appreciable declines in marriages 
during 1955. 

Of the five largest cities in the coun- 
try, New York alone reported a decrease 
in marriages, their number dropping by 
2 percent from 69,900 in 1954 to less than 
68,500 in 1955. On the other hand, little 
or no change was recorded in Chicago 
and Philadelphia, and an increase of 
about 6 percent occurred in Los Angeles 
and Detroit. In several other major cities 
the increases were considerably larger— 
Norfolk (14 percent), Omaha (12 per- 
cent), Portland, Ore. (11 percent), Louis- 
ville (10 percent), Salt Lake City and 
Des Moines (8 percent). 


*Reprinted from Statistical Bulletin, Netro- 
politan Life Insurance Company, December, 
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Most of the country’s popular marriage 
centers also showed increases well above 
the national average. For example, Mi- 
ami and Las Vegas each recorded in- 
creases of about 10 percent, and in Yuma, 
marriages rose by 6 percent. In Elkton, 
on the other hand, the increase was on a 
par with that for the country as a whole; 
in Reno the number of marriages was at 
the same level in the two years. 


VAGI 


Clinically Effective in Leukorrhea. 
Trichomonas and Monilia vaginitis 


NAL 


Each Vegimine insert contains: 

New, Dainty, Modern, Non-irritating, highly effec- 
tive VAGIMINE inserts offer the physician a superior 
specific for vulvo-vaginal therapy. VAGIMINE com- 
bines five gentle but potent anti-microbial agents in 
a special buffered, lactose-dextrose base which as- 
sures lasting therapeutic effecti and the proper 
vaginal pH. Easy to use, no messy powders or liquids 
to mix or dilute. E ical and i Ideal 
for office, hospital or home use. 


Literature and sample on request. 


S. J. TUTAG AND COMPANY 


19180 Mt. Elliott Avenue + Detroit 34, Michigan 


Phenyl mercuric acetate 3.5 mg. 
Tyrothrici 0.5 mg. 
Methyl pora hydroxybenzoate 7.0mg 
Buffered Lactose — Dextrose base... q.s. 


Books Received 


Books received for review during the 
period from January 5 to February 5, 
1956, are listed below. Reviews will be 
published as space permits. 


POLIOMYELITIS. Papers and Discussions 
Presented at the Third International Poliomye- 
litis Conference. Compiled and Edited for the 
International Poliomyelitis Congress. Clotk. Pp. 
567, with illustrations. Price $7.50. J. B. Lip- 
pincott Company, East Washington Square, 
Philadelphia 5, 1955. 

ACCIDENT PREVENTION MANUAL FOR 
INDUSTRIAL OPERATIONS. Ed. 3. Cloth. 
Pp. 1,341, with illustrations. Price: Nonmem- 
ber, $13.50; Member, $11.75; Libraries, Col- 
leges, and Schools, $9.00. National Safety 
Council, 425 No. Michigan Ave., Chicago 11, 
1955. 


THE INTERPRETATION OF THE UNI- - 


POLAR ELECTROCARDIOGRAM. By Gor- 
don B. Myers, M.D., Professor of Medicine, 
Wayne University College of Medicine; Head, 
Department of Medicine, City of Detroit Re- 
ceiving Hospital. Paper. Pp. 164, with illustra- 
tions. Price $4.75. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 
1956. 


MYSTERIOUS WATERS TO GUARD 
(Essays and Addresses on Anaesthesia). By 
Wesley Bourne. Cloth. Pp. 398, with illustra- 
tions. Price $8.50. Charles C Thomas, Publish- 
er, 301-327 E. Lawrence Ave., Springfield, IIl., 
1955. 


JOINT LIGAMENT RELAXATION 
TREATED BY FIBRO-OSSEOUS  PRO- 
LIFERATION. With Special Reference to Low 
Back Disability—Trigger Point Pain and Re- 
ferred Pain. By George Stuart Hackett, M.D., 
F.A.C.S., Consulting Surgeon, Mercy Hospital, 
Canton, Ohio. Cloth. Pp. 97, with illustrations. 
Price $4.75. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1956. 


PATHOLOGIC PHYSIOLOGY. Mechanisms 
of Disease. Edited by William A. Sodeman, 
M.D., F.A.C.P., Professor of Medicine and 
Chairman of the Department of Medicine, 
School of Medicine, University of Missouri, 
Columbia, Missouri. Ed. 2. Cloth. Pp. 963, 
with illustrations. Price $13.00. W. B. Saun- 
ders Company, West Washington Square, Phil- 
adelphia 5, 1956. 


HANDBOOK OF TOXICOLOGY. Acute 
Toxicities of Solids, Liquids and Gases to 
Laboratory Animals. Volume 1. Edited by 
William S. Spector. Prepared under the Direc- 
tion of the Committee on the Handbook of Bi- 
ological Data, Division of Biology and Agricul- 
ture; The National Academy of Sciences; The 
National Research Council. Paper. Pp. 408. 
Price $7.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1956. 

CAUSAL FACTORS IN CANCER OF 
THE LUNG. By Carl V. Weller, M.S., M.D., 
Chairman of the Department of Pathology and 
Professor of Pathology in the Medical School, 
and Pathologist to the University Hospital, 
University of Michigan, Ann Arbor, Michigan. 


and laxatives are NOT necessary. 


course of treatment. 
Send for technical information TODAY. 
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NeW ORANGE FLAVORED SYRUP 


Parazine is readily accepted by all age groups and is in itself capa- 
ble of clearing infestations of Enterobius vermicularis. 
It is virtually nontoxic in recom- 
mended doses and is usually well tolerated. Clinical studies* with 
the active ingredient of PARAZINE have demonstrated its unusual 
effectiveness — over 80° of the cases having been cleared by one 
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“White, R.H.R., and Standen, O.D., Brit. Med. J., 2:75, 195) 


S. J. Tutac Company 


19180 MT. ELLIOTT AVENUE * 


DETROIT 34, MICHIGAN 


Paper. Pp. 113, with illustrations. Price $3.00. 
Charles C Thomas, Publisher, 301-327 E, Law- 
rence Ave., Springfield, Ill., 1956. 

PHYSIOTHERAPY IN SOME SURGICAL 
CONDITIONS. By Joan E. Cash, B.A., 
M.C.S.P. (Teacher’s Certificates), with a fore- 
word by Professor F. A. R. Stammers, C.B.E., 
F.R.C.S. Cloth. Pp. 350, with illustrations. 
Price $5.00 (United States market only). J. B. 
Lippincott Company, East Washington Square, 
Philadelphia 5, 1955. 


BIOCHEMICAL MECHANISMS IN IN- 
FLAMMATION. By Valy Menkin, M.A., 
M.D., Head of Department of Experimental 
Pathology, Agnes Barr Chase Foundation for 
Cancer Research; Associate Professor of Ex- 
perimental Pathology, Temple University School 
of Medicine; Formerly, Assistant Professor of 
Pathology, Duke University School of Medi- 
cine; Formerly, Assistant Professor of Pa- 
thology, Harvard University Medical School. 
Ed. 2. Cloth. Pp. 438, with illustrations. Price 
$9.50. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill., 1956. 


POSTURAL BACK PAIN. By Milton C. 
Cobey, M.D., F.A.C.S., Professor of Orthopedic 
Surgery, Georgetown University Medical 
School, Washington, D.C. Paper. Pp. 78, with 
illustrations. Price $3.00. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1956. 

THE BLOOD-BRAIN BARRIER with spe- 
cial regard to the use of radioactive i p 
By Louis Bakay, M.D., F.A.C.S., Instructor in 
Surgery, Harvard Medical School; Assistant in 
Neurosurgery, Massachusetts General Hospital, 
Boston, Massachusetts. Cloth. Pp. 154, with 
illustrations. Price $5.50. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1956. 


SCURVY AS A SKELETAL DISEASE. A 
Comparative Study of Scurvy and Rickets, 
Clinically, Histologically, Histockemically, Bio- 
chemically and Roentgenologically. By H. J. 
Van Wersch, M.D., Heerlen (Netherlands). 
Cloth. Pp. 365, with illustrations. Dekker & 
Van De Vegt, Oude Gracht 206, Utrecht, Hol- 
land, 1955. 
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CHANGES OF ADDRESS AND NEW LOCATIONS 


Albert, W. Duane, KC ’55; Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los Angeles 33, Calif. 
Alberts, William, KC ’54; 123 S. Detroit St., Los Angeles 36, 

Calif. 

Amelon, Maynard J. O., from 18900 Schoolcraft Ave., to 26177 
W. Six Mile Road, Detroit 19, Mich. 

Arellano, Eugene W., from 1218 N. Central Ave. to 517 N. 
Central Ave., Glendale 3, Calif. 

Armaly, A. Michael, CCO ’55; Saginaw Osteopathic Hospital, 
515 N. Michigan Ave., Saginaw, Mich. 

Arvant, William, from Detroit, Mich., to 10593 W. Jefferson 
Ave., River Rouge 18, Mich. 

Bania, Andrew J., CCO ’55; Massachusetts Osteopathic Hos- 
pital, 222 S. Huntington Ave., Jamaica Plain, Boston 30, 
Mass. 

Barnett, Thomas, PCO ’55; 615 W. Hancock St., 
Mich. 

Bennett, Frank M., from 20117 W. Lake Road, to 567 S. Ken- 
sington Ave., Rocky River 16, Ohio 

Bergmann, Ernest F., Jr., COPS ’55; 823 S. Almansor St., Al- 
hambra, Calif. 

Berry, Richard S., from 617-18 Times Bldg., to 1501 Fourth 
Ave., N., St. Petersburg 2, Fla. 

Binning, Rosalyn L., COPS ’52; 9437 Armley Ave., Whittier, 
Calif. 

Birnbaum, Milton, COPS ’55; Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los Angeles 33, Calif. . 

Bock, Anthony E., from 5306 N. Saginaw St., to 2818% N 
Saginaw St., Flint 5, Mich. 

Boehm, Gerhard W., from Redondo Beach Calif., 
graph Road, Rivera, Calif. 

Bongard, James A., from El Monte, Calif., 
Drive, San Gabriel, Calif. 

Borzilleri, Frank J., from Alhambra, Calif., to 1004 W. Broad- 
way, Anaheim, Calif. 

Boston, George C., from Florida Theatre Bldg., 
Box 1141, Sarasota, Fla. 
Bradford, John C., Jr., PCO ’55 

Wilmington 3, Del. 

Braunlich, Donald E., from Brecksville, Ohio, to 4107 Rocky 
River Drive, Cleveland 11, Ohio 

Brooks, Harold W., from Checotah, Okla., to Box 126, Shidler, 
Okla. 

Buller, William E., from 2625 Liberty St., to 1103 Walnut St., 
Allentown, Pa. 

Button, John C., Jr., from Orange, N. J., 
East Orange, N. J. 
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Detroit 1, 


to 8300 Tele- 


to 8458 Las Tunas 


to Route 5, 


; 722 Marsh Road, Carrcroft, 


to 160 Prospect St., 


Caffin, Frank H., from Bevier, Mo., to 106% Vine St., Macon, 
Mo. 
Childers, Leland E., from Chehalis, Wash., to 2656 W. Rox- 


bury St., Seattle 8, Wash. 

Cliff, Albert B., from Pasadena, Calif., 
Costa Mesa, Calif. 

Coletta, Vincent L., PCO ’55; Osteopathic Hospital of Harris- 
burg, 1829 N. Front St., Harrisburg, Pa. 

Collins, Keith A., from Laguna Beach, Calif., to Box 221, San 
Marcos, Calif. 

Crouch, Harold W., from 922 Tijeras Ave., 
Central Ave., S.W., Albuquerque, N. Mex. 

Dalby, George N., from Standish, Mich., to 903 N. Monroe St., 
Bay City, Mich. 

Davis, Grant E., Jr., from Turkey, Texas, to S. W. 44th St. & 
May Ave., Oklahoma City 9, Okla. 

Don, Horace M., from Tipton, Iowa, to 1814 Washington Ave., 
Albia, Iowa 

Doyne, Martin, from Bay Village, Ohio, to Art Centre Hospi- 
tal, 5435 Woodward Ave., Detroit 2, Mich. 

Epps, F. Stevens, from Box 65, to Box 97, Homer, Mich. 
Evarts, C. Wallace, from 9254 Grand River Ave., to 15839 
Grand River Ave., Detroit 27, Mich. 
Farber, Joe, from 4408 Santa Monica Blvd., 
moreland Ave., Los Angeles 5, Calif. 
Ferris, Ronald, PCO ’55; Maywood Hospital, 4400 E. Slauson 

Ave., Maywood, Calif. 
Foltz, Kenneth S., from 25 N. State St., 
Westerville, Ohio 


to 473 Esther Place, 


N.W., to 4614 


to 625 S. West- 


to 7 W. Main St., 
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THE SOURCE 
OF RE-INFECTION 
CAN BE 


THE HUSBAND 


IN VAGINAL 
TRICHOMONIASIS 


* 3 HE available evidence indicates that one of 
every four or five adult women harbor the 
parasite.”! In many cases coitus must be re- 
garded as a method of transfer.” 

Jnfests the male, too — “The infestation in 
males is probably more common than realized 
and will more frequently be recognized. . . .”% 
Karnaky reports the infection in the urethra, in 
the prostate or under the prepuce of 38 among 150 husbands 

with infected wives.* 


Symptoms often absent — In the female, trichomonas vagi- 
nitis is a well recognized condition . . . but in the infected 
males signs and symptoms are usually absent.” Or the infec- 
tion causes little concern because it is transient and mild. 


Prevent re-infection — “Eradication of the parasites in 
both sexual partners is of course ideal . . . obviously a 
condom is the most effective mechanical barrier.”? 


Prescription of condoms — To prevent re-infection take 
special measures to win the cooperation of the husband 
when you prescribe use of a condom. Writing for Schmid 
condoms assures high quality, makes purchase less embar- 
rassing. 


If there is anxiety that the condom might dull sensation, 
prescribe XXXX (rourex)® membrane skins pre-moistened, 
and like the patient’s own skin. For those who prefer a 
rubber condom, prescribe RAMSES® — transparent, tissue- 
thin, yet strong. 

Suggest use of a condom for four to nine months after 
the wife is trichomonad-free. 


Treatment of the wife — The Davis technict using 
Vacisec® liquid explodes trichomonads within 15 seconds of 
douche contact5 with “over 90 per cent apparent cures. . .””6 
Vacisec (originally “Carlendacide”) is also available as 
jelly. 

Vacisec, XXXX (FourEx) and RAMSES are registered trade-marks 


of Julius Schmid, Inc. 
+Pat. App. for 


References: 1. Trussell, R. E.: Trichomonas Vaginalis and Tricho- 
moniasis, Springfield, Ill., Charles C Thomas, 1947. 2. Lanceley, 
F., and McEntegart, M. G.: Lancet 1:668 (April 14) a 3. 
Strain, R. E.: J. Urol. 54:483 (Nov.) 1945. 4. Karnaky, K. J.: 

Urol. & Cutan. Rev. 48:812 (Nov.) 1938. 5. Davis, C. H.: J.A.M.A. 
157:126 (Jan. 8) 1955. 6. Davis, C. H.: West. J. Surg. 63:53 
(Feb.) 1955. 


JULIUS SCHMID, INc. 
Prophylactics Division 
423 West 55th Street, New York 19, New York 
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Fox, Walter A., PCO ’55; 225 Barker Ave., Sharon Hill, Pa. 

Fraser, Robert F., from Grain Valley, Mo., to Plainville, Ind. 

Fullman, Donald G., from Steubenville, Ohio, to 2429 S. Queen 
St., York, Pa. 

Ghiates, Michael P., KC ’55; 28 N. Race St., Greenville, Pa. 

Gnau, Charles U., from Phoenix, Ariz., to 127 N. Scottsdale 
Road, Scottsdale, Ariz. 

Goldner, J. Henry, Jr., from Studio City, Calif., to 4523 Noble 
Ave., Sherman Oaks, Calif. 

Gooch, W. J., from 3657 Lindberg Way, to 3238 Main St., 
Weirton, W. Va. 

Graham, Arnold A., from Chicago, IIl., to Bear Lake, Mich. 

Greenbaum, Jerome S., KCOS ’55; 1703 S. La Brea Ave., Los 
Angeles 19, Calif. 

Griffith, William A., from Philadelphia, Pa., to Route 11, Box 
744, Fort Worth, Texas 

Harrison, Jim T., from Cairo, Ga., to Acworth, Ga. 

Hartman, Gilbert C., from 4107 Rocky River Drive, to 11820 
Edgewater Drive, Cleveland 7, Ohio 

Hauck, Donald H., from 11569 Huston St., to 4242 Tujunga 
Ave., North Hollywood, Calif. 

Hayes, William H., from 130 N. Weber St., to 321 N. Weber 
St., Colorado Springs, Colo. 

Henkel, George E., Jr., PCO ’55; 512 Broad St., Eatontown, 
N. J. 

Holloway, H. Rex, Sr., from 37 Woolnough Ave., to 44 Lotta 
St., Battle Creek, Mich. 

Horan, John R., from 3930 Old Spanish Trail, to 3835 Griggs 
Road, Houston 21, Texas 

Hoversten, Lester, from Newcastle-on-Tyne, England, to 216 
E. Stocker St., Glendale 7, Calif. 

Howe, Paul F., from 9254 Grand River Ave., to 15839 Grand 
River Ave., Detroit 27, Mich. 

Huff, Raymond J., from 7221%4 S. Western Ave., to 625 S. 
Westmoreland Ave., Los Angeles 5, Calif. 

Hungerford, David A., COPS ’54; Los Angeles County Os- 
teopathic Hospital, 1100 N. Mission Road, Los Angeles 33, 
Calif. 

Hyman, Howard H., CCO ’55; McLaughlin Osteopathic Hos- 
pital, 619 Townsend St., Lansing 15, Mich. 

Ikirt, Frank A., from 303 Lake Shore Drive, to 222 N. Ohio 
St., Culver, Ind. 

Jackman, Sylvia D., from 1514 N. Broadway, to 2025 N. 
Broadway, Santa Ana, Calif. 

Johannsen, William H., from 1532 E. Grand Ave., to 1710 
Sixth Ave., Des Moines 14, Iowa 

Jones, Margaret, from Kansas City, Mo., to Box 625, Branson, 


Mo. 

Joseph, Nathan A., from Sheridan, Mich., to 100 Elm St., 
S. W., Grand Rapids 7, Mich. 

Joy, Russell J.. KCOS ’55; Kirksville Osteopathic Hospital, 
800 W. Jefferson St., Kirksville, Mo. 

Juday, Lawrence M., from Burbank, Calif., to 7988 California 
Ave., Fair Oaks, Calif. 

Juday, Lynn R., from Los Angeles, Calif., to 10850 Inez St., 
Whittier, Calif. 

Julian, James J.. PCO °34; Box 46781, Los Angeles 46, Calif. 

Kaye, Maurice L., from Columbia, Pa., to 5535 Covode St., 
Pittsburgh 17, Pa. 

Kerr, William R., from Romeo, Mich., to Flint Osteopathic 
Hospital, Inc., 416 W. Fourth Ave., Flint 3, Mich. 

Ketman, R. Evelyn, from 2647 Beaver Ave., to 2921 56th St., 
Des Moines 10, Iowa 

Klucka, A. Robert, from 18525 Mitchell Ave., to 2407 E. Seven 
Mile Road, Detroit 34, Mich. 

Krynicki, Victor F.. KCOS ’55; Mount Clemens General Hos- 
pital, Macomb at North, Mount Clemens, Mich. 

Land, Russell T., from 7805 N. Loop Road, to 7729B N. Loop 
Road, El Paso, Texas 

Lash, John W., from Barberton, Ohio, to 16921 E. First St., 
Santa Ana, Calif. 

Leech, John E., from 1139 Dunham St., S. E., to 1149 Iroquois 
Drive, S. E., Grand Rapids 6, Mich. 

Liebert, H. S., from 414 Methodist Publishing Bldg., to 3514 
Grove Ave., Richmond 21, Va. 

Lown, John A., Jr., KC ’55; Rocky Mountain Osteopathic Hos- 
pital, 4701 E. Ninth Ave., Denver 20, Colo. 
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Mace, James Carver, from 19315 Wisconsin Ave., to 8443 
Woodmount Ave., Detroit 28, Mich. 

Machovec, Louis J., from Trenton, Mich., to 37530 Knoll 
Drive, Wayne, Mich. 

MacKay, Robert D., from Sterling, Mich., to Lewiston, Mich. 

Mackenzie, Stuart G., from 204B N. College Ave., to 1703 34th 
St., Lubbock, Texas 

Martin, James A., from Carrabelle, Fla., to Wilden Osteopathic 
Hospital, E. 14th & Capitol Aves., Des Moines 16, Iowa 

Massin, T. Roy, from Tulsa, Okla., to 69321 Main St., Rich- 
mond, Mich. 

Matheny, R. W., from Box 483, to 812 Clay, Box 427, Chilli- 
cothe, Mo. 

Mayer, Richard D., from Miami, Fla., to South Broward Hos- 
pital & Clinic, 599 S. Federal Highway, Dania, Fla. 

Mhoon, James E., KC ’55; 412 Gladstone Blvd., Kansas City 
24, Mo. 

Moore, Lee C., from Manning, Iowa, to Still Osteopathic Hos- 
pital, 725 Sixth Ave., Des Moines 9, Iowa 

Morgan, Eldon A., from Macon, Mo., to Still-Hildreth Osteo- 
pathic Sanatorium, R. R. 6, Tulsa 15, Okla 

Morgan, H. Don, from Healdton, Okla., to Box 188, Tipton, 
Okla. 

Myers, Harmon L., from Bisbee, Ariz., to 1015 E. Speedway, 
Tucson, Ariz. 

Nash, Gerald K., from Bay Village, Ohio, to Box 4714, Cleve- 
land 26, Ohio 

Nelson, C. R., from 3816 Broadway, to 117 Queen Anne Court, 
San Antonio 9, Texas 

Nelson, Calvin Richard, from 3816 Broadway, to 117 Queen 
Anne Court, San Antonio 9, Texas 

Norris, Howard B., from 310 Knox Bldg., to 903 W. Broad- 
way, Enid, Okla. 

Novitch, Edward H., PCO ’55; 1238 Garden St., Hoboken, 
N. J. 

Olewiler, Hester T., from 1514 N. Broadway, to 2025 N. 
Broadway, Santa Ana, Calif. 
Osder, Robert, PCO ’55; Zieger Osteopathic Hospital, 4244 
Livernois Ave., Detroit 10, Mich. . s 
Packard, R. M., from Jonesboro, Ark., to 1811 E. Pinchot 
Ave., Phoenix 22, Ariz. 

Payne, William H., from Moberly, Mo., to Purdin, Mo. 

Pedinoff, Seymour, CCO ’55; Chicago Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15, IIl. 

Phillips, Ross W., from Kansas City, Mo., to 10617 Fleming 
Drive, Houston 15, Texas 

Pinkston, John W., from Carthage, Mo., to 2619 Main St., 
Joplin, Mo. 

Poliquin, Ramon G., COPS ’54; 18232 Clark St., Tarzana, 
Calif. 

Powell, James, PCO ’55; West Side Osteopathic Hospital, 1253 
W. Market St., York, Pa. 

Raymond, Mildred L., from 620 Bennington Ave., to 2501 Gill- 
ham Road, Kansas City 8, Mo. 

Reger, Alfred W., from 1012 Commodore St., to 421% Cleve- 
land St., Clearwater, Fla. 

Reger, Mildred B., from 1012 Commodore St., to 42114 Cleve- 
land St., Clearwater, Fla. 

Reid, Charles C., from 620 E. Colfax Ave., to 1625 Madison 
St., Denver 6, Colo. 

Riedel, Carl O., from 724 S. Painter Ave., to 10521 Pounds 
Ave., Whittier, Calif. 

Rothman, Bernard, COPS ’55; 1705 S. La Brea Ave., Los 
Angeles 19, Calif. 

Rubin, Herbert M., from Montebello, Calif., to 2020 N. Glen- 
oaks Blvd., Burbank, Calif. 

Schulman, Samuel Louis, from Phoenix, Ariz., to 2200 Long- 
fellow Ave., Detroit 6, Mich. 

Schwartz, H. P., from Sherman Oaks, Calif., to 17525 Chats- 
worth St., Granada Hills, Calif. 

—_ Edmund S., PCO ’55; 179-68 Anderson Road, St. Albans 
13, ¥. 

Scott, William, from Route 2, Kirk La., to 331 W. State St., 
Media, Pa. 

Shurlow, Elmer C., KCOS ’55; 834 Park St., Lapeer, Mich. 

Simmer, John N., from Grand Rapids, Mich., to 1711 Stamford 

Road, Box 44, Willow Run, Ypsilanti, Mich. 
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Selective 


inhibition 
the cough 
reflex with 


TOCLASE 


BRAND OF CARBETAPENTANE CITRATE 


non-narcotic, non-opiate, highly palatable 


antitussive agent 


Tociase Expectorant Compound 
Sugar-free, pleasant-tasting, cherry-flavored, 
amber-colored syrup. Bottles of 1 pint. 


Toctase Syrup Pleasant-tasting, cherry- 
flavored, red-colored syrup. Bottles 


of 1 pint. 


Toc tase For convenience 
at work or recreation. 25 mg. tablets, 


bottles of 25. 
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Smith, Asa Beadle, from Hall Block, to 204-05 Devney Bldg., 

Fairmount, W. V. 

Sobel, Howard B., KC ’55; Zieger Osteopathic Hospital, 4244 

Livernois Ave, Detroit 10, Mich. 

Sowers, Robert E., from 3 March Block, to 192 Washington 

Ave., N.W., Warren, Ohio 

Stauber, C. F., from General Delivery, to Box 328, McLoud, 

Okla. 

Stein, Robert M., from 353 N. Mednik Ave., to 4777 E. Third 

St., Los Angeles 22, Calif. 

Steinberg, Harry, from Los Angeles, Calif., to 10011 Orr & 
Day Road, Norwalk, Calif. 

Sutherland, Fordyce M., from Dayton, Ohio, to Garden City 


EN Osteopathic Hospital, 30548 Ford Road, Garden City, Mich. 
| Swenson, Harold B., COPS ’54; 1839 W. 50th St., Los Angeles 

62, Calif. 
Teplitz, Raymond L., from 1140 Maple St., to 2809A W. Mag- 


nolia Blvd., Box 1186, Burbank, Calif. 
Tierno, Leonard J., PCO ’55; Lancaster Osteopathic Hospital, 
Lancaster, Pa. 
always I n season Udin, Walter S., from Tujunga, Calif., to 2252 San Gorgonio, 
La Canada, Calif. 
Waddel, Harold C., from Oradell, N. J., to Rural Delivery, 
Schwenksville, Pa. 
Sprains and strains... Waddel, Ruth V., from Oradell, N. J., to Rural Delivery, 
Schwenksville, Pa. 
Soreness and stiffness of muscles... Watson, William H., from Buffalo, Okla. to Stratford, Okla. 
Weinstock, Stanley, from Philadelphia, Pa. to 2114 Caton 


Neuralgia, arthralgia and kindred Ave., 25 

rheumatic pains... Whitney, Leda R., from 28 Common St., to Waterville Osteo- 

Irritati - ti the ski pathic Hospital, 85 Western Ave., Waterville, Maine 

rritations and eruptions of the skin... Williams, Harry H., from Jacksonville, Fla., to Attapulgus, Ga. 

Williams, Wallace S., from Hamilton, Texas, to 1129 Burton 
Hill Road, Fort Worth 5, Texas 

Wiznak, Michael P., from 12811 Harper Ave., to 28411 Harper 
Ave., St. Clair Shores, Mich. 

Zaylor, Leonard J., from Cleveland, Ohio, to 840 Francis, Cuya- 
hoga Falls, Ohio 

ZeBranek, James D., from Detroit, Mich., to 7139 Merriman 

ss Road, Garden City, Mich. 
cum Methyl Salicylate Zigerman, Herbert L., PCO ’55; 4800 Walnut St., Philadelphia 
39, Pa. 

Zwick, William F., from Los Angeles, Calif., to Maywood 

Hospital, 4400 E. Slauson Ave., Maywood, Calif. 


combines the stimulating and meta- 
bolic effects of iodine in Iodex and the 
analgesic action of methyl salicylate. 


APPLICATIONS FOR MEMBERSHIP 


ARIZONA 
Pollock, C. E., (Renewal) Route 2, Box 569, Mesa W 
r CALIFORNIA he 
Absorption through the skin may be Ce (Renewal) 5300 Long Beach Blvd., Long of 
aided by massage, heat or ionto- Watenmaker, Herman B., (Renewal) 1418 E. Florence Ave., co 
phoresis. Los Angeles 1 ar 
Watenmaker, William M., (Renewal) 1418 E. Florence Ave., 
Los Angeles 1 On 
CONNECTICUT ar 
Teskey, William F., (Renewal) 759 Colorado Ave., Bridge- a 
port 4 tie 
LOR 
Houghton, Richard B., ( ace 2 21 Orange Ave., Daytona fo 
Beach Ser 
Shifrin, Aaron H., (Renewal) 1006 W. Main St., Leesburg in 
Carr, Harry Newton, (Renewal) 3409 N.W. 17th Ave., Miami thi 
42 
Samples and lit in C Will mi 
ples and literature Carey, Edwin C., (Renewal) 6884 Williams Lake Road, Pontiac : 
sent upon request. MISSOURI tio 
Hammond, Ira J., (Renewal) 220 W. Reed St., Moberly In 


NEVADA 
Coles, Theodore K., (Renewal) 210 W. Second St., Reno 


NEW JERSEY 
MENLEY & JAMES, LTD. Green, Harold R., (Renewal) 1466 Morris Ave., Union 
7O WEST 40TH ST., 18, 
Russell, Lewis H., (Renewal) 19 W. Main St., Ashland 


PENNSYLVANIA 
Holden, Edgar O., (Renewal) 210 Midland Ave., Wayne 
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NO. 2 OF A SERIES ON GERIATRICS: 
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STAY ve THE SANDS OF TIME 


“It is not given to us to prevent old age but we can postpone the frailties that accompany a 


The “Rock 


and Burp” 


WHEN OLD ROCKING CHAIR claims your patient as 
he reaches the geriatric stage of life, his meals are 
often followed by “dyspepsia” indicated by a dis- 
comforting bloated feeling, annoying flatulence 
and heartburn. 

One of the principal reasons why these symptoms 
are prevalent among your “rocking chair” pa- 
tients is that normal gastric acidity is essential 
for normal processes of digestion and sub-normal 
secretion of hydrochloric acid has been reported 
in as high as 65% of older persons. Many of these 
think they have an over abundance of acid and 
mistakenly take antacids when their true condi- 
tion is an insufficiency of acid. 

In line with Vitaminerals’ policy of emphasizing 


their service to doctors in the treatment of geri- 
atrics, we suggest VM. No. 17 where the acidula- 
tion of the gastric content is desired. 

VM. No. 17 is a special formulation of Glutamic 
Acid Hydrochloride and enzymes, in tablet form. 
It contains the amino acid, Glutamic Acid, in com- 
bination with hydrochloric, an over-all digestant, 
Vegetable Diastatic Enzyme for starch digestion 
and Papain N.F. as a protein digestant. 
Remember, Doctor, nutrition is more than diet. 
Proper nutrition depends upon the digestion of 
foods and where the impairment of this important 
function is due to inadequate secretion of hydro- 
chloric acid, we strongly recommend the use of 
VM. No. 17. 


GLENDALE 1 


VITAMIN E RALS, INC. 


CALIFORNIA 
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Abbott Laboratories....................: 6, 7, 58 
Allergy Laboratories, Inc........................ 56 
Aloe, A. Co 56 
American Bakers Assn....................-------- 39 
American Felsol Co 52 
American Ferment Co., Inc..................... 79 
American Osteopathic Assn 88 
American Sterilizer Co 22 


Armour Laboratories 61 
Aseptic Thermo Indicator Co.................87 
Astra Pharmaceutical Prod............... 63, 66 
Ayerst Laboratories 80 
Bard-Parker Co., Inc 78 
Birtcher Corp. 
Borcherdt Malt Extract Co................. 84 
Bristol-Myers Co................- Cover II, 53 
Burton, Parsons & 
Camp, ‘S.. H., Co 88 
Carnation Co 32, 96 


Ciba Pharmaceuticals 


a Cover IV, 26, 36, 44 
Columbus Pharmacal 74 
Colwell Publishing Co 52 
Cutter Laboratories... 40 
Dartell 
Davol Rubber Co 41 
DePuy Mfg. Co. 86 
Desitin Chemical Co 76 
Eaton 68 
Edison Chemical Co 83 
23 
Giidden, Otis E. & Co.,. 48 
Hobart Laboratories 87 
Hoffman-La Insert 
Horlicks Corp 
Hyland Laboratories 38 
International Minerals........................ 14, 15 


Knox Gelatine 


Lea & Febiger. 38 
Lederle Laboratories....................33, 70, 71 
Leeming, Thos. & Co., Inc.................59, 77 
Lippincott, J. P., Co 55 
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McNeil Laboratories, Inc.....10, 11, 42, 43 
Mead Johnson & Co 


18, 19, 20, 46, 47, 98 


Menley & James 
Micro-X-Ray Recordev....:...................---- 56 
Morton 54 


National Drug Co. 31 
National Elec. Instrument 60 
Organon: 62 
Ortho 16 
Pet Milk Co 24 
Picker X-Ray Co.... 1 
Professional Foods 86 
Professional Printing Co......................... 82 
Quaker Oats Co 9 
Ralston Purina. Co........................ 72 
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Sandoz Pharmaceutical Co....................... 65 
Saunders, W. B., Company............ Cover I 
Schenley Laboratories 69 


3, Inserts (2) 
Schmid, Julius, Inc......... Cover IIT, 48, 91 


Shield Laboratories 57 
Smith-Dorsey 67, 75, 81 
Smith, Kline & French 25, 45 
sa ere 4, 29, 35, 52, 56, 90 
Tampax Incorporated 97 
Taylor Instruments Co 85 


Truform Anatomical Supports................50 
Tutag, S. J., Co 


Upjohn Co 


Vitaminerals, Inc 


Warner-Chilcott 5 
Winthrop Laboratories 30 
Wyeth Laboratories 8 
Young, F. E. & Co 52 


For the well-being 
of your patients 


TAMPAX 


intravaginal protection 
during menstruation. 


Three absorbencies. 


Professional samples 
on request 


TAMPAX INCORPORATED 
Palmer, Massachusetts 
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In all your pregnant patients 


1. Diet is important 


2. ...and so is adequate supplementation 


for prenatal vitamin-mineral protection, 


choose between 


new, phosphorus-free 


Natalins-PF | 


Mead [phosphorus-free| »-enatal vitamin-mineral capsules 


Contain calcium...no phosphorus 


Natalins’ 


Mead prenatal vitamin-mineral capsules 


Contain both calcium and phosphorus 


Both alike in patient acceptance 


*SMALL SIZE...ecasy to swallow 
*SMALL DOSAGE... just 1 capsule t.i.d. 
*ECONOMICAL, TOO! 


. SYMBOL OF SERVICE IN MEDICINE 
MEAD JOHNSON & COMPANY + EVANSVILLE 21, INDIANA 
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NATIONAL PHENOMENON: THE PLANNED BIG FAMILY 


HE PROPHETS OF DOOM who talked 

of the nation’s dwindling popula- 
tion were never more wrong. Today im- 
proved economic and social conditions are 
resulting in bigger families—planned big. 
Families of three or more children have in- 
creased 47 per cent during the past seven 
years.’ 


Pregnancies wanted—Women seeking ad- 
vice today on conception control want to 
make sure that the method recommended 
will not impair future fertility. For a de- 
pendable method that permits conception 
when it is wanted, the diaphragm-jelly 
method has no equal. Of regular users who 
discontinued the method in the hope of 
conceiving, “25 to 30 per cent achieved 
pregnancy within one month.” 


Comfort, peace of mind—RAMSES® Dia- 
phragm and Jelly combine comfort for the 


patient with confidence in the method. The 
flexible, cushioned rim of the RAMSES 
Diaphragm assures the utmost freedom and 
comfort. RAMSES Jelly, “the 10-hour 
jelly” because it occludes that long, quick- 
ly immobilizes sperm and is non-irritating. 


Patients who want their families when they 
want them will rely on these RAMSES 
products as physicians have done for more 
than thirty years: RAMSES “Tuk-A- 
Kit (#701)—diaphragm, intro- 
ducer and jelly, RAMSES diaphragms 50- 
95 millimeters, RAMSES Jelly in 3 and 5 


oz. tubes. 


JULIUS SCHMID, INc. 


423 West 55th Street, New York 19, N.Y. 

1. U. S. Census. 2. Tietze, C., in Dickinson, R. L.: 
Techniques of Conception Control, ed. 3, Baltimore, 
Williams & Wilkins Co., 1950, pp. 55-57. 


RAMSES and ''TUK-A-WAY'"' are registered trade-marks of Julius 
Schmid, Inc. 
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Lift the depressed patient wp to normal 


without fear of overstimulation... —_ 
\ 
with new Ril in \ 


A HAPPY MEDIUM 
IN PSYCHOMOTOR ‘ 


STIMULATION 


‘ © Boosts the spirits, relieves physical fatigue 
and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. \ 


/ Ritalin is a mild, safer central-nervous-system stimulant : 
jf which gently improves mood, relieves psychogenic fatigue % 


“without let-down or jitters .. .”! and counteracts over- \ 
sedation caused by barbiturates, chlorpromazine, rauwolfia, _— 
and antihistamines. 
/ Ritalin is “a more effective and less over-reactive drug i 
/ than amphetamine or its derivatives.”’? It does not produce 
/ the “palpitation, nervousness, jitteriness, or undue pressure 
in the chest area ... so frequently mentioned by patients on 
[dextro-amphetamine sulfate].’ 


Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 
adjusted to the individual. Personal communication. 
2. Harding, C. W.: Personal 


f 


- RITALIN® hydrochloride communication. 3. Hollander, 
7" (methyl-phenidylacetate W. M.: Personal communi- 

. M.: 
hydrochloride CIBA) cation. 


Supplied: Tablets, 5 mg. 

: (yellow) and 10 mg. (blue); 

bottles of 100, 500 and 1000. - 

: Tablets, 20 mg. (peach- 
' colored); bottles of 100 

and 1000. 


CIBA 


SUMMIT, N.J.- 


2/2193 
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